5 VIVE JA, Rokaat Mecting ; eileen, Sails r & 1952 





DOES NGF CIRCULATE UNIVERSITY 


OF MICHIGAN 


SEP 4 1952 


nhesota = 


ym par- 
1ology. 
yuld be 
mental 
yr mak- 
ogether 
t every 
nd has 
1 times » 


> status 
PUBLISHED MONTHLY BY THE MINNESOTA STATE MEDICAL ASSOCIATION 


sts that Volume 35 AUGUST, 1952 Number 8 
vantage 
ited its 
n. asset. 
» up of 

faiths. 
red and 
Hiplicity. 
contain 
luralism 
is diver- 
dst, be To improve the old and to 


Printed in U.S.A. 40c a copy—$3.00 a year 





so matty p~ develop the new require that vast 
But to z stores of information be 

s in fact Sp ecialists | a thoroughly searched. Complete 

sie ? z= . reference facilities, including 
un information medical and allied scientific 
periodicals from all over the 
world, are made available to Lilly 
scientists in the library of the Lilly 
Research Laboratories. A trained 
staff is maintained to provide 
timesaving abstracts, to build 
special files, and to facilitate the 


gathering of pertinent facts. 


P 
LC Y 





ELI LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U. S. Aj 















Winnesols Wedteine 


Jowmnal of the Minnesota State Medical Association, Southern Minnesota Medical Association, Northern Minnesota 
Medical Association, Minnesota Academy of Medicine and Minneapolis Surgical Society 





























f 








Volume 35 . August, 1952 Number 8 
Contents 
THe PracTicAL ASPECTS OF THE Ru FACctTor. PRESIDENT’S LETTER: 
Edith L. Potter, M.D., Ph.D., Chicago, Illinois... 729 A Pier: FOE ao x6 sic cede seeeds eared 767 
EMERGENCIES OCCURRING DuRING ANESTHESIA— EpImtoriAt : 


THEIR TREATMENT AND PREVENTION. ; ’ 
Accident and Health Insurance.................-. 768 


Ferdinand C. Jacobson, M.D., Duluth, Minnesota. . 732 
Politico-Medical Problems ......,.cccscccccccccs 768 
EMERGENCIES OccURRING DurRING SURGICAL 
PROCEDURES. Physicians, Pharmacists and Prescriptions........ 769 
David P. Anderson, M.D., Austin, Minnesota..... 735 
Pa coe a. Se 770 
a“ IMMEDIATE POSTOPERATIVE EMERGENCIES. 
Joe W. Baird, M.D., Minneapolis, Minnesota...... 738 MepicAL Economics: 
Tue EVALUATION OF COMPENSABLE DISABILITY. Prescription Law Requirements Explained........ 771 
Carl O. Rice, M.D., Minneapolis, Minnesota. ...... 740 Survey Shows Flaws in Federal Health Insurance. 772 


FRACTURES OF THE DISTAL PART OF THE FOREARM 


In CHILDREN. U. S. Physician Count Reaches All-time High.... 772 
Raymond G. Giberson, M.D., and John C. Ivins, 
M_.D.; Rochester, Minnesota. ©... ......2..s000- 744 THe MINNeEsora STATE BoarD oF MEDICAL 
EAI 6snc 3s sowie cxaccexns savtevevaswiebswe 773 


RESUSCITATION OF THE NEWBORN. 


Ellis N. Cohen, M.D., Saint Paul, Minnesota..... 750 | Munnesora State MeEpicat ASSOCIATION 
House of Delegates—Summary of Proceedings, 
y CuintcAL-PATHOLOGICAL CONFERENCE: 5 
GUE WicOnranid dance saaiea put aedesee mane wetea cee 774 
Case Report. a 
Arthur H. Wells, M.D., M. Eugene Flipse, M_D., Constitutional Changes eis nrafocuse ipeetalaie onde» wren 779 
and Harold H. Joffe, M.D., Duluth, Minnesota 753 
ee rT err ree errr 782 
History oF Mepicine 1N MINNESOTA: COME og os eesazs. oescke rene esaeus 784 
Notes on the History of Medicine in Waseca 
County Prior to 1901. (Continued from the July REPORTS AND ANNOUNCEMENTS.......+..20eeeeeeees 786 
issue.) 
Cr GI, SOIR noo. 6k oo 00s siitioconiveasease 9 
B. J. Gallagher, M.D., and J. F. Lynn, M_D., a ee sas 
Went, MIMIOSNEE ooo oso ccencsescecness ee I cs ogc caenacesaawensebeownaden 805 


Contents of Minnesota MeEpIcINE copyrighted by Minnesota State Medical Association, 1952 








Entered st the Post Office in Saint Paul as second class mail matter. Accented for mailing at the special rate of postage provided 
for in Section 1103, Act of October 3, 1917, authorized July 13, 1918. 


Aucust, 1952 





711 





MINNESOTA MEDICINE 


OrriciaAL JourRNAL OF THE MINNESOTA STATE MEDICAL ASSOCIATION 
Published by the Association under the direction of its Editing and Publishing Committee 
Office of Minnesota State Medical Association, 

493 me Medical Arts Bldg., Saint Paul 2, Minnesota. 

EDITING AND PUBLISHING COMMITTEE 
E. M. Hamngs, Saint Paul T. A. PepparD, Minneapolis 
Pumie F. Dononue, Saint Paul H. A. Roust, Montevideo 
L. M. Eaton, Rochester O. W. Rowe, Duluth 
J. J. Hemarx, Fairmont Henry L, Uxricn, Minneapolis 
C. L. Oppecaarp, Crookston A. H. Wetts, Duluth 


EDITORIAL STAFF 
Cart B. Drake, Saint Paul, Editor 
Georce Eart, Saint Paul, Associate Editor 
Henry L. Utricn, Minneapolis, Associate Editor 


BUSINESS MANAGER 
J. R. Bruce 





Annual Subscription—$3.00. Single Copies—$0.40. Foreign and Canadian Subscriptions—$3.50. all hur 
groups 





The right is reserved to reject material submitted for editorial or advertising columns. The 
Editing and Publishing Committee does not hold itself responsible for views expressed either in and fo 
editorials or other articles when signed by the author. individ 

Classified advertising—ten cents a word; minimum charge, $2.00; key number, 25c additional. 
Remittance should accompany order. the eq 

Display advertising rates on request. subgro 





Address all communications concerning the journal to Minnesota Medicine, 2642 University Since ; 
Avenue, Saint Paul 4, Minnesota. Telephone Nestor 2641. may b 


the Rh 
may e3 
he is t 
presen 
show ¢ 
for Hi 
In 

A MODERN 

PRIVATE C=RI 
SANITARIUM e=Hr 
for the The 
Diagnosis, Care : 
and Treatment by test 
of Nervous humar 
and Mental . 
Disorders specifi 
three 


Rh*— 
comms 
presen 


The 


ST. CROIXDALE ON LAKE ST. CROIX fs 


disput 
PRESCOTT, WISCONSIN a 
Located on beautiful Lake St. Croix, 18 miles from the personnel. Close personal supervision | patients, and Pag 
Twin Cities, it has the advantages of ‘both City and Coun- modern ~~ of therapy employe Inspection and JI 
Every facility for treatment provided, including recre- cooperation by reputable physicians invited. Rates very Hospit 
ational activities and occupational-therapy under trained reasonable. Tlustrated folder on request. The 
tained 
Consulting Neuro-Psychiatrists Superintendent Dougl: 

onsin Ella M. Leseman - 
p Hewitt B. Hannah, M.D., Andrew J. Leemhuis, M.D. yay Wisconsin 
Tel. 


Tel. 39 and Res., 76 511 Medical Arts Bldg., Tel. MAin 1357, Minneapolis, Minn. 











MAIN BUILDING—One of 8 Units in “Cottage Plan” 











—— 





MINNESOTA MEDICINE 








Winnesots 


Wediine 


Journal of the Minnesota State Medical Association, Southern Minnesota Medical Association, Northern Minnesota 
Medical Association, Minnesota Academy of Medicine and Minneapolis Surgical Society 





Volume 35 


August, 1952 


Number 8 





THE PRACTICAL ASPECTS OF THE Rh FACTOR 


EDITH L. POTTER, M.D., Ph.D. 
Chicago, Illinois 


h and Hr are collective names for groups 

of antigens, some of which are attached to 
all human blood cells. There are several Rh sub- 
groups (Rh’, Rh,, Rh” are the principal ones) 
and for each there is a reciprocal Hr group; if an 
individual lacks any Rh subgroup, he possesses 
the equivalent Hr subgroup instead. Rh and Hr 
subgroups are inherited by means of allelic genes. 
Since all genes are present in pairs, an individual 
may be homozygous or heterozygous for any of 
the Rh-Hr subgroups ; for instance, his blood cells 


may exhibit the presence of only Rh’ and no Hr’; 
he is then homozygous for Rh’. If they show the 
presence of both, he is heterozygous; or if they 
show only the presence of Hr’, he is homozygous 
for Hr’. This is also true for all other subgroups. 

In the Race-Fisher system of terminology 


C=Rh’, 
e=Hr”. 

The Rh-Hr type of an individual is determined 
by testing his blood cells with serums derived from 
human individuals who have become immunized to 
specific Rh or Hr antigens. Antiserums for the 
three most common Rh subgroups—Rh’, Rh, and 
Rh’—and for Hr’ and Hr” are available from 
commercial sources. Serum to determine the 
presence of Hr, is not available. 

The two occasions when specific knowledge 
of subgroups is most valuable are (1) in cases of 
disputed paternity, and (2) in those instances 


—_— 


D=Rh,, E=Rh’, c=Hr’, d=—Hr,, 


From the Department of Obstetrics and Gynecology, 
the University of Chicago and the Chicago Lying-in 
Hospital. 

The data on which this paper was based were ob- 
tamed in part from studies partly financed by the 
Douglas Smith Foundation for Medical Research of the 

hiversity of Chicago. 

The Arthur H. Sanford Lecture delivered at the an- 
tual meeting of the Minnesota State Medical Associa- 
tion, Minneapolis, Minnesota, May 27, 1952. 


Aucusr, 1952 


where it is desirable to know whether the hus- 
band of an immunized woman is homozygous or 
heterozygous. In the former case knowledge of 
Rh-Hr subgroups adds considerably to the pos- 
sibility of including or excluding the likelihood of 
parentage when information concerning genetic 
similarities or dissimilarities of the child and 
putative father is being considered. 


In determining the status of the husband of an 
immunized woman, the Rh, subgroup is the one 
about which information is usually desired. No 
anti-Hr, serum is available for direct determina- 
tion of homozygosity or heterozygosity and it is 
necessary to take recourse to the fact that a single 
Rh subgroup rarely exists by itself. Rh, is usually 
inherited in combination with Rh’ or Rh”, or both, 
and consequently by testing for the homozygosity 
or heterozygosity of Rh’ or Rh” it is possible to 
conclude that an individual is probably (although 
not positively) homozygous or heterozygous for 
Rho. 

The subgroup Rh, is the only member of the 
Rh-Hr complex that is commonly antigenic, In 
over 300 immunized mothers of erythroblastotic 
infants observed at the Chicago Lying-in Hos- 
pital in the past twelve years only two have been 
immunized to any of the other subgroups; these 
two were immunized to Hr’. 

Rh, was the variety of Rh first discovered, and 
it is the one to which reference is ordinarily made 
when a person is stated simply to be Rh-positive 
or Rh-negative. This is the way in which the 
term will be used in this paper. Since it is the 
only variety that has any appreciable clinical sig- 
nificance, it is adequate to test for this one sub- 
group in routine clinical practice. 

Because it is possible for any Rh-negative in- 


729 








dividual to become immunized to Rh, no trans- 
fusion should ever be given without first determ- 
ining the Rh status of the recipient; if the blood 
is found to be Rh-negative, he or she should be 
given only Rh-negative blood. It was learned 
after the last war that about half of the Rh-nega- 
tive soldiers who had received transfusions had 
developed antibodies against Rh. If those who 
were immunized are transfused again with Rh- 
positive blood, they may be expected to develop 
severe and possibly fatal transfusion reactions. 


It is even more serious to give Rh-positive blood 
to an Rh-negative female. This need not be in 
the form of transfusion, for as little as 5 cc. may 
induce the production of antibodies. Immuniza- 
tion established at any age is permanent, and 
blood given-a small girl may prevent her bearing 
normal children many years later. Only in the 
most dire emergency, in the face of exsanguinating 
hemorrhage with no possibility of obtaining blood 
of appropriate Rh character, would it be for- 
givable to overlook the dire consequences that 
might ensue from giving Rh-positive blood to an 
Rh-negative individual. Under no other circum- 
stances should it be countenanced. If a patient 
has had a previous transfusion or lost a baby, the 
possibility that immunization may exist must be 
considered and the need for blood weighed against 
the immediate danger. 


Pregnancy also may constitute a means of 
establishing immunization, presumably by rupture 
of fetal vessels within villi with escape of fetal 
blood into the maternal circulation. Although 
about 50 per cent of all individuals become im- 
munized by one or a few transfusions, only about 
5 per cent of women become immunized by one 
or several pregnancies. 


Ninety-five per cent of Rh-negative women 
have repeated pregnancies without becoming im- 
munized. The specific reason why so many women 
escape is unknown although it is probably a com- 
bination of low reactivity on the part of the ex- 
pectant mother and/or failure of fetal blood to 
excape into the maternal circulation. 


If immunization is once established, all Rh- 
positive children subsequently conceived ordinarily 
suffer from erythroblastosis. A first-born child 
is rarely affected unless the mother has had a 
previous abortion or transfusion. Since there is 
no reason to believe that immunization may not 
be established as readily in a first pregnancy as 
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any other, in order to explain the absence in a 
first pregnancy it must be assumed either that 
immunization does not reach a degree during a 
single pregnancy sufficient to affect the child or 
that antibodies are produced only at the termina- 
tion of pregnancy. In either case it is evident 
that the child will ordinarily be affected only when 
antibodies are present early in pregnancy as a 
result of some previous assault. Consequently the 
earlier in pregnancy that examinations for anti- 
bodies can be made, the greater will be the sig- 
nificance of the findings; for that reason determi- 
nations should always be made on the first pre- 
natal visit. If antibodies are absent on that oc- 
casion, the blood should be re-examined during 
the eighth month of pregnancy. If found then 
for the first time, the child will ordinarily be only 
very mildly affected. In a subsequent pregnancy 
the probability of more severe involvement is very 
great. 

If antibodies are present in the first trimester 
of pregnancy, the child, if Rh-positive, is almost 
certain to be moderately or severely affected. 

Antibodies of any variety and in any titer that 
are present early in pregnancy are significant and 
an affected child must be anticipated. Different 
methods of determining antibodies yield different 
titers, and even in the same laboratory tests made 
on the same blood by the same method may vary 
on different occasions. Consequently it is impos- 
sible to make definite statements concerning the 
prognostic value of any given antibody titer, but 
in general a range of 1:1 to 1:10 is associated 
with a considerably better outlook for the infant 
than one appreciably higher. However, we have 
seen fatal cases of erythroblastosis in women 
whose antibody titer remained from around 1:1 
to 1:4 throughout pregnancy. 

In our experience the level of antibodies during 
the first trimester is of much more significance 


than any change of titer that may occur later and 


it is on this that greatest weight is placed in giving 
a prognosis. 

Although some investigators have reported that 
a rise of titer never occurs during a pregnancy 
in which the child is Rh-negative, this has not 
been true in our experience. Rising titers have 
occurred in several women carrying Rh-negative 
fetuses, and’a titer of 1:5,120, which is as high 
as we have ever obtained by our methods, was 
present at the end of pregnancy in one patient 
with an Rh-negative infant. .. 
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Antibody titers usually increase for the first 
two to three weeks after the termination of preg- 
nancy; they may remain indefinitely at a high 
level or they may gradually diminish. Antibodies 
rarely disappear, but if they do, they almost in- 
variably reappear early in a subsequent preg- 
nancy. 

At present.there is no method of abolishing the 
immune state when it has once been established. 
All means so far suggested have proved to be of 
no value. It is too soon to know for certain the 
effect of ACTH and cortisone although prelim- 
inary investigations do not seem hopeful. In 
order to attempt to prevent initiation of im- 
munization, labor and delivery in all Rh-negative 
women should be conducted in such a way that 
every attempt is made to avoid the possibility of 
fetal blood entering the maternal circulation. 
Manual removal of the placenta is always accom- 
panied by rupture of fetal vessels and fetal blood 
almost certainly enters the maternal circulation. 
Mechanical interruption of early pregnancy 
should be recognized as a common cause of im- 
munization. 

Abortions do not occur because of Rh im- 
munization, but abortions, especially those induced 
or terminated by mechanical means, permit en- 
trance of fetal cells into the maternal blood 
stream and may be the cause of immunization. 

Pregnancy should rarely if ever be terminated 
prematurely because of maternal immunization, 
in the belief that to shorten the period during 
which the fetus is being subjected to the action of 
antibodies lessens the severity of the disease. In 
our clinic we have been opposed to early termina- 
tion for many years because we have seen no 
good, and much harm, come from it. Diamond, 
who was once in favor of the procedure, now 
speaks vehemently against it, stating that of sur- 
viving infants showing clinical evidence of ker- 
nicterus, all have been premature. 

When antibodies are present in the maternal 
blood and there is a possibility of an erythroblas- 
totic child being delivered, the baby should be 
immediately examined after birth. If it is Rh- 
Positive and the hemoglobin of the cord blood is 
less than 14 gm., it is our practice to do an im- 
mediate replacement transfusion. If antibodies 
are known to be present in the maternal blood, a 
Coomb’s test gives no additional information of 
value. If for any reason the state of the mother’s 
blood is unknown, a positive Coomb’s test on cord 
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blood will prove that antibodies derived from the 
maternal circulation are attached to the fetal blood 
cells. Maternal immunization to a blood factor 
(usually Rh,) which is similar to one possessed 
by the fetus, plus anemia of the infant, are the 
two requisites for a diagnosis of erythroblastosis. 

Treatment of choice of an affected child is im- 
mediate exchange transfusion, using 500 cc. of 
Rh-negative whole blood, followed by repetition 
of the exchange as many as three or four times 
in the presence of deepening jaundice, rising bili- 
rubin levels or any other untoward symptoms. 
With such a method, Diamond reported treating 
over 200 infants without a fatality or case of 
kernicterus. Although exchange transfusions 
seem to give far better results than any other 
form of treatment, they are not without hazard 
to the infant in unskilled hands, and every at- 
tempt should be made to have immunized patients 
delivered as far as possible in hospitals where an 
experienced transfusion team is available. 

Infants with erythroblastosis often go through 
a non-regenerative phase of blood formation for 
varying lengths of time after birth. It may be 
necessary to give small additional amounts of 
blood at four to six weeks of age during the pe- 
riod when the cells given by exchange transfusion 
are being destroyed. The further course of these 
infants is usually uneventful. 

The incidence ‘of kernicterus—permanent brain 
damage—varies according to treatment and to the 
severity of the disease. It is related to persistant 
high bilirubin levels manifested by deep pro- 
longed jaundice. In the absence of severe jaundice 
it practically never occurs. The repetition of the 
exchange transfusions is primarily for the pur- 
pose of preventing postnatal blood destruction 
and hyperbilirubinemia. 

A hemorrhagic tendency often accompanies se- 
vere erythroblastosis. For this reason vitamin K 
is given at birth and repeated every twenty-four 
hours for several days. Except for iron and vita- 
min K, no medication has been shown of value. 

In general, Rh-negative women who have once 
lost a child from erythroblastosis should be ad- 
vised against. future pregnancies because of the 
great likelihood of repetition of the outcome. 
However, therapeutic abortion because of Rh-im- 
munization is not justified. It is impossible to be 
certain of the outcome of any pregnancy, and 
even after several deaths or'stillbirths there #9 ‘still 

(Continued on Page 773) hse 
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EMERGENCIES OCCURRING DURING ANESTHESIA—THEIR 
TREATMENT AND PREVENTION 


FERDINAND C. JACOBSON, M.D. 
Duluth, Minnesota - 


N EMERGENCY may be defined as an un- 
A expected serious happening demanding im- 
mediate action. Almost every emergency occurs 
when it is unexpected. A normal physiologic re- 
sponse may become an emergency if there is lack 
of understanding of the factors involved. This 
fact suggests the means of prevention. Anticipa- 
tion of difficulties will prevent most emergencies. 
Only continued advances in knowledge and a 
frank recognition of the hazards of faulty ad- 
ministration will reduce the incidence of fatalities 
and morbidity. The American Society of Anes- 
thesiologists has fostered the development of 
Study Commissions in the various component so- 
cieties for the express purpose of analyzing 
emergencies which occur during anesthesia. By 
frank discussion of the management much valu- 
able criticism has been made available. 


Some Physiologic Considerations 


The unexpected serious happenings which de- 
mand immediate action produce fundamental 
physiologic changes, the most. important being 
anoxia, hypercapnia, and hyperthermia. Physi- 
ologists have shown that there are four types of 
anoxia. 


1. Anoxic anoxia, or lack of oxygen in the 
tissues produced by interference with the oxy- 
genation of the pulmonary blood. 


2. Stagnant anoxia or lack of oxygen in the 
tissues produced by faulty transport of oxygen 
carrying blood. 

3. Anemic anoxia, or lack of oxygen in the 
tissues produced by faulty carrying power of the 
blood, and, 

4. Histotoxic anoxia or lack of available oxy- 
gen in the tissues produced by the inability of the 
cell to utilize the oxygen brought to it by the 
blood. 

Hypercapnia or the increased carbon dioxide 
content of the blood may be caused by increased 





Read in the Symposium on Emergencies at the annual 
meeting of the Minnesota State Medical Association, 
Minneapolis, Minnesota, May 26, 1952. 
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production or deficient elimination of carbon di- 
oxide. 

Likewise hyperthermia or abnormally high tem- 
perature of the body may be caused by increased 
heat production or deficient heat elimination. 

Emergencies which produce one or more of 
these three alterations of cellular physiology are 
always serious and may be fatal. 


Some Common Emergencies During Anesthesia 


1. Obstruction of the natural airway by soft 
tissues such as the relaxed tongue or by anatom- 
ical alteration during neck operations is a source 
of danger which is frequently unexpected. [ndo- 
tracheal anesthesia has done much to eliminate this 
emergency. There is no substitute for an adequate 
knowledge of the upper airway and its proper ap- 
plication in providing a patent one. The anatom- 
ical relationships are different in the awake and 
in the anesthetized state. The anatomy of the 
glottic opening and its relation to other structures 
is still a mystery for many due to the lack of 
emphasis of this subject in our medical education. 
In tonsillectomy, some doctors do not seem equal- 
ly interested in providing a patent airway while 
removing the tonsils. Unless the glottis and base 
of the tongue are lifted forward and away from 
the posterior pharyngeal wall, aspiration of blood 
and tissue will be almost unavoidable. Both soft 
tissue obstruction and aspiration of blood may 
cause fatal anoxia. 


2. Vomiting during induction of anesthesia 
with aspiration of vomitus may readily occur 
especially when the stomach contains partially 
digested food and may produce a crisis which 
should always be borne in mind. Obstetrical pa- 
tients and patients with bowel obstruction are 
frequently in peril from this cause. Treatment 
begins with prophylaxis. Eating should be cur 
tailed in all obstetrical patients who are in labor. 
All patients with bowel obstruction, and this espe- 
cially includes babies for whom a Ramstedt opera- 
tion is planned, should have a stomach tube in 
place and an empty stomach before anesthetic 
agents are administered. Aspiration of vomitus 
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may be fatal. In very ill and weak patients with 
bowel obstruction, regurgitation of stomach con- 
tents with fatal or near fatal anoxic anoxia is an 
emergency familiar to all. Besides gastric decom- 
pression preoperatively, Fowler’s position during 
induction, instantly available suction, and endo- 
tracheal intubation are indicated. When aspiration 
of vomitus has occurred, immediate endotracheal 
or endobroncheal aspiration is indicated, either by 
bronchoscopic aspiration while the patient is 
asleep, or by endotracheal intubation, especially in 
the patients whose cough reflex is ineffective. 
Delay in aspiration usually gains nothing. 
Atelectasis, pneumonitis and in some a fatal out- 
come from anoxia immediately or in the early 
postoperative period may result. It should be 
pointed out that the immediate relief of bronchial 
occlusion usually prevents atelectasis from de- 
veloping from the absorption of the respiratory 
atmosphere. A delay of 30 minutes may allow ir- 
reversible atelectasis to develop. 

3. Apnea from relative or absolute overdose 
of depressant is a most critical and demanding 
situation. Anoxic anoxia may develop in a mat- 
ter of seconds if the respiratory functional capac- 
ity is limited. Whenever active respiration is de- 
ficient or absent, passive respiration should be in- 
stituted. Almost invariably, unless anoxia, hy- 
percapnia or hyperthermia has wrecked the 
respiratory reflexes, passive respiration, until the 
drugs have been eliminated, will suffice. Stimulat- 
ing drugs have little place. Supplying the basic 
physiologic requirements will maintain a viable 
state better than a variety of stimulating drugs. 
The simple plain common-sense practice of medi- 
cine will prove very adequate. When the cause 
of apnea is known to be reversible, one need not 
become alarmed. If anoxic damage is present then 
there is genuine cause for alarm. 

4. Four factors may produce stagnant anoxia, 
namely, failure of cardiac output, reduction in 
blood volume, collapse of peripheral resistance, 
and decrease of viscosity. 

(a.) Failure of cardiac output may result from 
cardiac arrhythmias, inadequate venous blood re- 
turn, or failure of the respiratory support of cir- 
culation. Prevention is again the best cure. Pre- 
Operative digitalis or quinidine and oxygen for 
the cardiac irregularities has aided in the manage- 
ment of this type of cardiac disturbance. During 
the course of anesthesia cardiac arrythmias may 
occur. Intravenous procaine is of value when the 
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usual measures and oxygen have failed to restore 
a satisfactory cardiac status. Splinting the ex- 
tremities by wrapping with elastic bandages and 
the Trendelenburg position may be used to help 
venous return. Maintenance of normal pressures 
within the thoracic and abdominal cavities will do 
much to retain the respiratory support of cir- 
culation during operations, 

(b) Reduction of blood volume should be in- 
sured against by the replacement of blood loss be- 
fore the compensatory power of the circulatory 
system has been overtaxed. In cases where the 
need for blood may be acute and venipuncture 
hard to accomplish when hypotension exists, the 
prophylactic intravenous route should be estab- 
lished before the hypotension from blood loss oc- 
curs. In infants especially the cutdown and in- 
sertion of a polyethylene tube may be life saving. 

(c) Peripheral resistance must be maintained 
by the use of the vasopressor drugs, the tourni- 
quet, or by elastic bandage splinting of the ex- 
tremities. Spinal anesthesia in cases where de- 
creased peripheral resistance would be harmful or 
fatal should always be preceded by the establish- 
ment of the prophylactic intravenous avenue for 
the injection of vasopressor drugs. This especially 
includes cesarean sections where hypotension and 
anoxia may prove fatal to the mother and child, 
and in operations on patients having heart disease, 
particularly in those having coronary insufficiency. 

(d) Decreased viscosity may contribute to 
alarming hypotension and anoxia. The use of 
concentrated serum albumin has proved of value. 

5. Anemia is a potent cause of anoxia—sudden 
hemorrhage is frequently a major factor in its 
production. This type of emergency demands 
blood replacement and often with speed. In the 
presence of a failing heart, intra-arterial trans- 
fusion is a method of treatment but it is to be 
employed with caution and used only after the 
other methods have failed. a 

6. Perhaps the most dramatic emergency oc- 
curring during anesthesia is the convulsion. 
From a list of possible etiologic factors only four 
are constantly incriminated ; anoxia, hypercapnea, 
hyperthermia, and strong irritant anesthetic agent. 
The convulsion usually occurs in very ill patients, 
especially children, with fever, acidosis, and se- 
vere toxic states. The hypercapnia and hyperther- 
mia are caused by both excess production and de- 
creased eliniination. Deficient transport by the 
circulatory system and interference | with the 
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elimination by the respiratory system are factors 
in heat and carbon dioxide retention. It should 
be noted that respiratory obstruction or de- 
pression by deep anesthesia may strongly con- 
tribute. This emergency is highly fatal if un- 
treated and demands instant therapy. The fac- 
tors producing the convulsion should be reversed 
without delay. Immediate removal of the offend- 
ing anesthetic agent, increasing the elimination of 
heat from the body, restoration of the acid-base 
balance toward normal with Buffer solution and 
termination of the convulsive movements with 
dilute pentothal cautiously given, is demanded. 
Do not temporize. 


Principles of Prevention of Emergencies 


In the management of emergencies during anes- 
thesia, preventive policies are of much more value 
than therapeutic measures. There are many prin- 
ciples, not all of them pertaining to the practice 
of medicine, that are worth mentioning. 

1. Emergencies may occur at any time but they 

occur most frequently during induction of anes- 
thesia and recovery and particularly during rapid 
inductions. Concern should be given to their pre- 
vention and treatment especially in the very young 
and old, seriously ill and debilitated patients. 
2. Consultation with the surgeon, internist, or 
other member of the surgical team does much to 
alert the anesthesiologist to the possible emergency 
conditions which may arise. Consultation is defi- 
nitely worthwhile. The surgeon sometimes forgets 
that his behavior is a source of inspiration to the 
whole operating team. Irrational, impulsive, or 
behavior dominated by an unbridled temper does 
not generate intelligent response to the demands 
of an emergency. 

3. Haste, poorly co-ordinated planning, emo- 
tional display, and a compromising attitude have 
no place in the operating room and prevent the 
establishment of a sound program for the preven- 
tion of emergencies. Nervous tension is a most 
unnecessary biproduct and usually leads to dam- 
aging confusion. The calm and collected attitude 


of the experienced surgical team is essential to a 
rational appraisal of any emergency. A free ex- 
change of constructive thought should be contin- 
ually sought, religiously fostered, and zealously 
guarded. 

4. A constructive educational program shared 
by all members of the operating team is essential. 
The high ideals of The Master must dominate our 
thinking, not the expediency of the present day 
rush. No drugs should be administered by inade- 
quately trained personnel. Emergencies occur 
more frequently where a knowledge of physiology 
and pharmacology of anesthetic drugs is dimly 
understood. The practice of anesthesiology be- 
comes loaded with possible emergencies wherever 
the ordinary probabilities remain unexpected. The 
more the complications are anticipated and pre- 
pared for the fewer emergencies will occur. 


Our Professional Obligation 


Almost all discovery and research in anesthe- 
siology has been done by doctors and we can all 
take just pride in the contributions of our col- 
leagues in this field of medicine. Future progress 
and the assimilation of anesthetic facts depend 
on the wholehearted support of all practicing 
doctors. What you do to maintain the dignity 
of the practice of anesthesiology will be reflected 
in decreasing emergencies, fatalities, and morbid- 
ity. What you do to develop the practice as one 
which will attract new recruits will do much to 
alleviate the shortage of anesthetists, both physi- 
cians and nurses. Probably the shortage of anes- 
thetists in the small hospitals will persist until 
more physicians are trained to do the work and to 
train others. It is our obligation to advise hospi- 
tals about necessary equipment and to see that it is 
maintained in proper working condition. That 
anesthetic drugs will continue to be administered 
can be taken for granted. Only through increased 
knowledge and intelligent co-operation and appli- 
cation can the emergencies be prevented and cor- 
rective treatment instituted. Most anesthetic 
emergencies are preventable. 





‘ PARTICIPATION IN PUBLIC HEALTH PROGRAMS 


Public health programs should be so organized that 
the people who have the problems are given an oppor- 
tunity.to plan and contribute to the solution. Too often 
there is little participation by the individual, who’ pas- 
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Sively receives the services. In a sense, health officials 
should aim to make every citizen a public health worker, 
at least.in his own behalf—Josepx W. Mount, M_.D., 
Public Health Reports, April, 1952. 
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EMERGENCIES OCCURRING DURING SURGICAL PROCEDURES 


DAVID P. ANDERSON, M.D. 


Austin, Minnesota 


N EMERGENCY is defined as “a sudden 

condition calling for immediate action.” 
When this definition is applied to emergencies oc- 
curring during surgical procedures, certain gen- 
eralities may be drawn: 


1. The surgeon and his associates must be 
capable of rendering whatever immediate action 
is necessary to restore the situation to normal and 
prevent a catastrophe. The operating team must 
be prepared, trained and equipped to cope with 
any emergency that may arise. 


2. Although emergencies may appear with 
alarming suddenness, they may be anticipated and 
avoided. The poor surgeon operates in an almost 
constant state of emergency. The skilled surgeon 
makes the difficult look easy, primarily by avoid- 
ing trouble. 


Hemorrhage 


Hemorrhage is the commonest emergency en- 
countered during operations. Its control is a 
routine part of any surgical operation and is 
familiar to all of us. However, there are a few 
points in regard to the prevention and manage- 
ment of hemorrhage that deserve our considera- 
tion. No apology need be made for the reemphasis 
of these details, for it is only by conscious effort 
that faulty habits are corrected, and the practice 
of sound surgery becomes second-nature with us. 

We will list, without detailed comment, certain 
basic principles that we feel are particularly im- 
portant in the prevention and management of 
hemorrhage during operations : 


1. There is no substitute for adequate anatom- 
ical exposure in the prevention of hemorrhage. 
When major vessels are to be divided they should 
be clearly demonstrated, ligated or clamped, and 
then divided under direct vision. 

Z. Division of a vessel between previously 
placed ligatures is preferable in many situations. 

3. One should select and become accustomed 
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to the use of the finest possible ligatures. Bulky, 
heavy ligatures cannot be firmly seated about.a 
vessel, and they tend to slip easily. Size 000 cat- 
gut is satisfactory for routine use; 0000 and 
00000 catgut is nice for more delicate procedures. 
It is occasionally necessary to use 00 catgut for 
heavier ligatures. In general, somewhat smaller 
sizes may be used if one prefers silk er cotton. ., 


4. It is wise to use a pneumatic pressure cuff 
to obtain a dry field during operations on the ex- 
tremities. There are very few contraindications 
to the use of a pneumatic pressure cuff. Do not 
use a tourniquet: it is a dangerous weapon and 
should be kept only as a museum-piece. 


5. When division of an artery is incomplete, 
the vessel must not be ligated in continuity. The 
injured segment must be divided er excised’ to 
prevent reflex vasospasm and secondary erosion. 


6. Ligation of a large artery, particularly one 
to an extremity, should be accompanied by. simul- 
taneous ligation of its companion vein. There is 
one exception to this rule: if the distal stump of 
the artery continues to pulsate after division, it 
may be assumed that collateral circulation is al- 
ready adequate and ligation of the companion 
vein is then unnecessary. 

7. It should not be’ forgotten that suture- 
ligatures are invaluable in certain tissues for the 
control of hemorrhage. . i 


8. The immediate temporary control of exces- 
sive bleeding can be accomplished by firm pressure 
with gauze pads. Avoid repetitions and blind 
groping with a hemostat in a puddle of blood; 
there is no surer way of producing irreparable 
damage to vital structures. 


Firm pressure with gauze pads.and ten'minutes 
of patience will permanently control much trouble- 
some bleeding. The same procedure will make the 
control of even the most serious /hemorrhage..an 
easier, deliberate, and planned’ manetiver: 'Wat- 
son-}ones tells the: story of a surgeon who pur- 
posely cut the vessels in the renal pedicle,  with- 
out applying clamps. or ligatures, in ‘order :to 
demonstrate the ease of controlling hemorrhage. 
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The surgeon calmly packed the wound tightly 
with large gauze packs, and left the operating 
room for a cup of tea. On gently removing tle 
packs five minutes later, the field remained dry 
long enough for him to apply hemostats with 
great deliberation to both the artery and the vein. 

9. Remember that successful end-to-end anas- 
tomosis of even relatively small arteries can be 
accomplished with the use of heparin to prevent 
thrombosis. If disastrous ischemia may result 
from arterial ligation, anastomosis should be done, 
if possible. 

10. Avail yourself of equipment that will make 
hemostasis during surgery easier: a good suction, 
with a fine tip, such as the neurosurgeons use 
routinely ; silver clips; an electrocoagulation unit, 
and oxidized gauze of various sizes. All of these 
are useful at times. 


Shock 

Shock, like hemorrhage, is a common emer- 
gency during operations. Fortunately, the modern 
surgeon does not have to operate in constant fear 
of surgical shock as the relative ease of volume- 
for-volume replacement of blood loss alleviates 
such fear. The problem does arise, however, and 
occasionally constitutes an extreme emergency. 

The first consideration in the management of 
shock during operations is the proper evaluation 
of the patient preoperatively. Volume-for-volume 
replacement of blood loss must be planned when 
extensive elective operations are contemplated. 
Existing shock must be controlled before the 
operation in the case of seriously injured patients 
or in the presence of acute massive hemorrhage. 
It may not be possible to restore the severely 
shocked or exsanguinated patient to an ideal cir- 
culatory state, nor is it wise to delay unduly in the 
attempt, but shock should be controlled pre- 
operatively to the point where tissue anoxia is re- 
lieved. This means a systolic blood pressure of 80 
mm. of mercury or above. In addition, plans must 
be made for the continued vigorous treatment of 
the patient during the operation. A minimal 
systolic blood pressure of 100 mm. of mercury is 
sought. When there has been blood loss, whole 
blood is used to replace the estimated loss, wheth- 
er it be 500 or 3500 cc. When there is continued 
shock without exceptional blood loss, serum albu- 
min infusion is an excellent supplement, and is 
preferred to the excessive use of whole blood. 

‘Tntra-arterial transfusion is occasionally indi- 
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cated as a resuscitative measure in profound 
shock. Every operating team should be familiar 
with its use and the necessary components of a 
simple pressure system for arterial transfusion 
should be available in every hospital. Caution 
must be exercised to avoid the introduction of air 
into the patient, as this constitutes one of the 
great hazards of the procedure. Care must also 
be taken to prevent ischemic necrosis due to 
arterial spasm. This complication may be avoided 
by the local infiltration of procaine and by the 
application of a pressure cuff distal to the site of 
arterial puncture. 


Cardiac Arrest 


One of the most awe-inspiring emergencies 
which arise during surgical operations is cardiac 
arrest. Fortunately, it is not a common complica- 
tion. When it does occur it requires prompt de- 
cisions and immediate radical treatment: Three 
and one-half minutes is the limit of time available 
to restore heart action if irreparable brain damage 
is to be avoided. 

The anesthetist and the surgical team must be 
alert to the possibility of this emergency, which 
may occur with any operation or at any time dur- 
ing the induction and maintenance of anesthesia. 
The team must be organized to institute restora- 
tive measures promptly, without the confusion 
and hesitancy which ordinarily accompanies such 
a catastrophe. 

It is the anesthetist’s duty to inform the sur- 
geon of the need for immediate action when car- 
diac arrest is detected or suspected, and to start 
artificial respiration with 100 per cent oxygen, 
preferably through an endotracheal tube. It is the 
surgeon’s duty to start cardiac massage at once. 
This may be done through an opening in the 
diaphragm, if an abdominal operation is in 
progress, or, better still, through an incision in 
the fourth interspace on the left. We keep a few 
sterile instruments readily available in the operat- 
ing room and specifically designated for use in 
making an intercostal approach to the heart should 
cardiac arrest occur when the necessary instruments 
are not otherwise available. Simultaneously with 
the instigation of artificial respiration and cardiac 
massage, 0.5 cc. of 1-1000 adrenalin is given in- 
travenously. This may be combined with 9.5 cc. 
of 1 per cent procaine and kept ready and mixed 
for immediate use, as Lahey recommends. 
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Laryngeal Obstruction 


Laryngeal obstruction due to laryngospasm and 
inspiration of foreign material is a frequent anes- 
thetic complication that may require the coopera- 
tion of the entire surgical team. Complete laryn- 
geal obstruction due to laryngeal edema or trauma 
is less common. When it does occur it is a poten- 
tially serious complication, but it can be handled 
easily if the operating team is properly prepared. 
Endotracheal intubation or the introduction of a 
bronchoscope will afford an immediate airway 
and temporary control of the situation. Trache- 
otomy can then be done in an orderly fashion. The 
necessary equipment for these procedures should 
be readily available in every operating room. A 
surgeon who does not have an anesthetist capable 
of doing endotracheal intubations should master 
the technic himself—it is not difficult. 


Air Embolism 


Air embolism is an emergency of surgery of 
the neck, axilla and. mediastinum. It occurs when 
air is sucked into the collapsed veins as they are 
cut or torn. The introduction of a fatal amount 
of air into the circulation may occur quickly in 
this manner. Non-fatal air embolism may cause 
convulsions, shock, and cardio-respiratory diffi- 
culties. 

The surgeon usually becomes conscious of air 
embolism by hearing the noise produced by suc- 
tion of air into the veins. Compression of the 
operative area with moist sponges immediately 
controls the situation. Flooding of the field with 
normal saline solution is also recommended as a 
means of control. If the torn vessel cannot be 
easily located, and ligated or sutured, the wound 
should be lightly packed. 
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Injury to Vital Structures 


Accidental operative injury to vital or im- 
portant structures is not an uncommon emergency 
during surgery. These injuries occur and are to 
be occasionally expected in spite of the fact that 
operative techniques are deliberately planned in 
order to avoid them. 


Adequate anatomical exposure is the best guar- 
antee against damage to vital structures. If one 
wishes to avoid injury to the common bile duct, 
for example, the duct must be clearly exposed, 
together with the adjacent right hepatic and cystic 
arteries. The anesthetic must be good and the in- 
cision adequate. The surgeon must know the 
anatomy of the region, and know that he knows 1t. 
The surgeon who plans an operation that he does 
not do too often must be humble enough to re- 
fresh his knowledge of the regional anatomy and 
the potential hazards prior to the operation. His 
home library should include good reference books 
for this purpose. 


When operative injury of vital structures does 
occur the emergency must be recognized and treat- 
ed. The immediate repair of a severed common 
bile duct, together with the insertion of a T-tube 
through a separate opening in the duct, will be 
followed by few, if any, ill-effects. Other opera- 
tive injuries may likewise be repaired at the time 
of the injury without undue difficulty. When 
such injuries are overlooked, however, the late 
repair may be extremely difficult and hazardous, 
if indeed the patient survives until an attempt can 
be made to correct the damage. It cannot be too 
strongly emphasized that injuries of vital struc- 
tures ‘must be recognized when they occur, and 
repaired where they occur. 





CHEST X-RAYS 


Ten years ago, a chest x-ray for the apparently well 
person was relatively uncommon. In 1950, however, some 
15 million people in the United States had small-film 
radiographic examinations of their chests in tuberculosis 
screening programs. Since the development of the photo- 
fluorograph in the late 1930's, and its refinements in the 
1940's, the use of miniature x-ray equipment by local 
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official and voluntary health agencies has grown enor- 
mously, and there is scarcely a state or county of the 
United States where case finding by this means has not 
been done, either in community-wide surveys or in seg- 
mental surveys of special population groups.—ROBERT 
J. Anperson, M.D., Medical Papers of the Annual Meet- 
ing of the Canadian Tuberculosis Association, May, 1951. 
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IMMEDIATE POSTOPERATIVE EMERGENCIES 


JOE W. BAIRD, MLD. 


Minneapolis, Minnesota 


a ssaiscteenab postoperative emergencies are 
frequently of such severity as to cause grave 
concern for the life of the patient. Unless these 
complications are adequately treated, death may 
ehsue. Surgical shock and failure of the cardiac 
or respiratdry systems are the usual causes of the 
immediate postoperative emergencies. 

Surgical shock, which has developed during the 
course of the operation, whether it be from loss 
of blood, undue surgical trauma or general de- 
bility of patient, must be adequately treated dur- 
ing the surgical period. Treatment must be con- 
tinued postoperatively if the life of the patient is 
to be preserved. 

Hypotension is perhaps the most common car- 
diac emergency. During the course of the anes- 
thetic, the respiratory exchange of the patient 
may become depressed. This depression causes 
the carbon dioxide in the tissues to be inadequate- 
ly eliminated, with the result that the blood pres- 
sure is elevated or maintained at what may be 
considered a normal level. The patient, upon 
emerging from the anesthetic, is permitted to 
breathe room air. Thus the excess carbon dioxide 
which has accumulated is eliminated, with the re- 
sult, that the blood pressure frequently falls to a 
level which is at times alarming. This complica- 
tion should be treated by placing the patient in a 
mild Trendelenburg position and by administra- 
tion of vasoconstrictors and blood or other in- 
travenous fluids. This treatment will usually re- 
turn the blood pressure to a normal level. How- 
ever, several hours may elapse before the pres- 
sure is fully stabilized. 

Cardiac failure, with or without pulmonary 
edema, may be encountered. An electrocardiogram 
is of value in determining the type of cardiac in- 
volvement thus indicating the proper treatment. 
Pulmonary edema, should it develop, is treated 
by administering oxygen under increased pres- 
sure. Proper cardiac medication and oxygen ad- 
ministered with 3 to 5 mm. pressure is the treat- 
ment of choice for this emergency. It may be 
necessary to continue the administration of posi- 
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tive pressure oxygen for several hours or until 
the edema is adequately controlled. 

Cardiac arrest, with or without ventricular 
fibrillation, calls for immediate and heroic treat- 
ment. The left chest should be immediately in- 
cised and cardiac massage started at once. Mas- 
sage should be adequate to maintain a systolic 
blood pressure of at least 80 mm. of mercury. 
Intracardiac epinephrin, 0.5 cc. of 1/1000 solution 
in 10 cc. of 1 per cent procaine, will frequently 
establish a normal rate and rhythm. If ventricular 
fibrillation is present, electrical defibrillation may 
be necessary to establish a normal rhythm. Ade- 
quate oxygenation must be maintained during this 
period of cardiac arrest. The oxygenation must 
be maintained by artificial means through an 
endotracheal tube. This will insure an adequate. 
unobstructed airway. 

Atelectasis is one of the most common post- 
operative complications. One or both lungs may 
be partially or totally involved and the amount of 
lung tissue involved determines the severity of 
this emergency. If one or more lobes are col- 
lapsed, the patient may have varying degrees of 
cyanosis, diminished breath sounds and dullness to 
percussion over the atelectatic area. These pa- 
tients should be x-rayed to determine the amount 
of lung pathology. If the involvement is not ex- 
cessive and oxygenation is adequate, vigorous 
pounding over the area will often loosen the ob- 
structing “plug” and allow normal aeration of the 
lung to be established. The atelectatic patient 
should be placed in a high oxygen atmosphere to 
insure proper oxygenation. If cyanosis is present, 
after the patient has been placed in an oxygen 
tent, he should be bronchoscoped to remove the 
obstructing material and allow the lung to aerate 
properly. 

Aspiration of vomitus or other foreign ma- 
terial may present a dire emergency. The offend- 
ing material must be removed from the broncho- 
tracheal tree as soon as possible. Proper position- 
ing to promote drainage and bronchoscopy is in- 
dicated. 

Tension pneumothorax and hemothorax fol- 
lowing thoracic surgery may develop. These com- 
plications must be treated immediately by as 
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pirating the air or blood from the thoracic cavity, 
thereby allowing the lung to expand properly. 
The hemorrhage should be stopped by surgical 
means, if signs of excessive bleeding are present. 

Immediate postoperative hemorrhages, other 
than thoracic hemorrhage, may occur, producing 
signs of surgical shock. This hemorrhage must be 
controlled as soon as possible. In the meantime, 
the patient should be supported by transfusions 
of whole blood. Diagnostic measures, such as 
hemoglobin and hematocrit determination, are of 
little value because at least twenty-four hours 
should elapse before these readings become ac- 
curate enough to indicate blood volume. In the 
meantime, physical signs must be relied upon in 
determining the amount of blood loss and the 
necessity of further transfusions. 

Pulmonary emboli may occur in the immediate 
postoperative period. Usually the treatment of 
these emboli is of no avail. However, cervical 
sympathetic blocks may be of value if done im- 
mediately. 

Coronary involvement may be another post- 
operative complication. Frequently, the coronary 
attack is initiated by hypotension which the patient 
may have developed. Adequate blood pressure 
must be maintained, at all times, to lessen this 
complication. 

Laryngeal edema may develop postoperatively. 
This is especially true of children who have been 
subjected to endotracheal catheterization with too 
large an endotracheal tube. These patients should 
be placed in an oxygen tent to insure adequate 
oxygenation. A high, cold humidity should be 
maintained in the tent. If this treatment does not 
correct the laryngeal edema enough to allow ade- 
quate oxygenation, immediate tracheotomy should 


be performed to lessen the dangers of hypoxia. 

The stomachs of small children may be over- 
distended by the anesthetic gases to such a degree 
that the respiratory exchange may become em- 
barrassed. Removal of the gas, with a stomach 
tube, will eliminate this respiratory embarrass- 
ment. 

Hemiplegia may develop during the immediate 
postoperative period. This complication may. be 
due to cerebral hemorrhage, emboli or spasm in 
the cerebral vessels. Cervical sympathetic block 
will produce a dilatation of these vessels and at 
times relieve this complication. If actual hemor- 
thage is the cause of hemiplegia, cervical blocks 
are contraindicated. 

Anoxia, of such a degree as to cause brain 
damage, may have developed during the operative 
period. Postoperatively, these patients do not re- 
cover satisfactorily because of the brain damage. 
Cerebral edema, with a resulting “wet brain,” 
follows prolonged hypoxia. This edema should be 
treated by the administration of concentrated 
human serum albumin, 100 cc. intravenously, 
every four to six hours. Bilateral cervical sym- 
pathetic block produces dilatation of the cerebral 
vessels. This dilatation results in an increased 
blood flow through the brain and a lessening of 
the edema. 

All immediate postoperative emergencies re- 
quire adequate and skillful treatment. They are 
best treated in a well-equipped and well-staffed 
recovery room. Here the patients can be ade- 
quately observed and supervised until they have 
regained consciousness and the cardiac and re; 
spiratory functions have stabilized to such a de- 
gree that they may be safely returned to their 
rooms, 





CHEMOTHERAPY 


In general, patients with minimal pulmonary tuber- 
culosis should not undergo chemotherapy, because most 
of them derive as much benefit from ordinary methods 
of treatment. In any event, the importance of correlating 
chemotherapy with other methods of treatment cannot 
he stressed too greatly. Chemotherapy is not a substitute 
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IN TUBERCULOSIS 


for prolonged bed rest, and the proper timing of the 
addition of collapse therapy, when appropriate, should be 
planned in each case on an individual basis, at the outset. 
—WiuiaMm S. ScHwartz, M.D., The J.A.M.A., Febru- 
ary 23, 1952. 











THE EVALUATION OF COMPENSABLE DISABILITY 


CARL O. RICE, M.D. 
Minneapolis, Minnesota 


HE evaluation of industrial disability has 

seemed always to create a great deal of con- 
troversy between doctors. Those men who have 
learned how. to evaluate disabilities usually arrive 
at the same conclusion, though their method of 
doing so may vary. 

In. -this locality certain men, such as Harvey 
Nelson, Ed Evans, M. O. Henry and the late 
George Dunn, have learned infallibly to make ac- 
curate evaluations of disability. 

It will often be heard said by the inexperienced 
that a piano player should receive greater disability 
for the loss of a finger than a laboring man, or 
that the loss of a foot is worth more to a dancer 
than it is to an office worker. These opinions, no 
doubt, may be correct, but it is not the respon- 
sibility of a doctor to determine the monetary 
value of an extremity. The doctor should decide 
only the extent of the anatomical and functional 
loss. of the extremity. He is a specialist in this 
field, but he is not a specialist in monetary values. 

The patient, no doubt, will desire to consider 
the partial loss of a finger or two equivalent to 
100 per cent of as much as he can get. 

Ferminology.—The industrial laws in each state 
indicaté specific indemnity values for “the loss of, 
or'the loss of use. of, an indusrial member.” For 
less than complete loss of an industrial member, 
the law specified “that the partial loss of a member 
shall be paid for as a percentage of the whole 
member.” 

Within these legal stipulations the doctor is ex- 
pected to determine the percentage loss of the 
industrial member. 

The “industrial member” may be defined as one 
of the anatomical parts for which a specific in- 
demnity is awarded by the industrial law. These 
have been specified in the upper extremity as a 
“thumb,” an “index, middle, ring, and little fin- 
ger,” a “hand,” a “hand and wrist,” and the en- 
tire “arm.” 

In the lower extremity the industrial members 
are defined as the “great toe,” the “other toes,” 


Presented at round-table discussion at the annual 
meeting of the Minnesota State Medical Association, 
Minneapolis, Minnesota, May 28, 1952. 


740 


“the foot,” the “foot and ankle,” the “leg below 
hip,” and the “entire leg.” 

These industrial members are, on the whole, 
uniformly designated in all states. Any disability 


DISTAL JOINT 
45% (50% 

when amputated) 
of /ndlex Finger 


MIDDLE JOINT 
65% 
of /ndex Finger 





PROXIMAL 

(metacarpo- 
phalangeal) 

JOINT 

55% 

of /ndex finger 





Fig. 1. The relative value of the units of the 
finger. From Rice, Carl O.: The Calculation of 
Disability of the Extremities. Springfield, IIl.: 
Charles C Thomas, Publishers, 1952. 


evaluation must be made on the basis of one of 
these. It must be made on the basis of the smallest 
industrial member within which all of the dis- 
ability factors can be included. 

If, for example, a disability has been incurred 
in a hand and also in the elbow of the same arm, 
the sum of these disabilities must be established 
as representing a percentage of the entire arm. It 
would not be correct to give a disability to a hand 
separately and to the elbow in the same arm 
separately. The two must be combined to repre- 
sent the disability to the entire arm, this being 
the smallest member within which both of these 
units can be placed. 
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Fig. 2. The percentage of dis- 
ability of the distal joint of the 
finger calculated for each 10° of 
retained motion. 


Relative Values.—Disability calculations must 
be made so that they are compatible with the in- 
dustrial law. In that the industrial law specifies 
certain indemnities for certain industrial members, 
or portions of an industrial member, it then be- 
comes possible to establish values for portions, or 
units, of the industrial member in relation to the 
whole industrial member. 

For example, the industrial law of the State of 
Minnesota has specified 150 weeks of indemnity 
for the loss of a hand, and 200 weeks of indemnity 
for the loss of an arm. This, then, gives the hand 
a value of 75 per cent of an arm. 





130 (indemnity value 
— of the hand) 





= 75% (value of hand in 
relation to the arm) 
200 (indemnity value 
of the arm) 


In a similar manner it has been possible to 
establish relative values for each joint of the 
finger in relation to the whole finger, each finger 
in relation to the hand, and the hand in relation 
to the entire arm. 

In this manner the distal joint has obtained a 
value of 45 per cent, the middle joint a value of 
65 per cent, and the proximal joint a value of 55 
per cent of the finger (Fig. 1). These values have 
been established partly on the basis of industrial 
law stipulation and partly on the basis of func- 
tional usefulness. 
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Fig. 3. The percentage of dis- Fig. 
ability of the middle joint for each 
10° of retained motion. 


4. The percentage of dis- 
ability of the proximal joint of the 
finger for each 10° of retained mo- 
tion. 


Disability of the Joint.—The ability to impart 
motion to an extremity is a criterion of its useful- 
ness. To that extent, the useful range of motion in 
a joint can be used to calculate the percentage of 
useful motion. Conversely, the lost motion in a 
joint as compared to that in a normal joint de- 
termines its disability. In that it is easier to 
measure the degrees of retained motion, Figures 
2, 3 and 4, showing the percentage of disability 
with each 10°, have been calculated from the de- 
grees of retained motion in relation to the average 
normal range of motion. 


It can be noted that 20° of retained motion in 
each of these joints would represent 71.4 per cent 
disability to the distal joint, 80 per cent disability 
to the middle joint, and 77.7 per cent disability to 
the proximal joint. The different disabilities in 
each joint is due to the fact that the normal range 
of motion is different in each of these joints. 


The above disabilities represent the disability 
of the joint in each instance. The calculation for 
the disability of the finger has not yet been com- 
pleted in that the value of the joint in relation to 
the entire finger has not been given consideration. 





The Disability of the Finger.—In order to ob- 
tain the disability of the finger, the disability of 
the joint is multiplied by the value of the joint in 
each instance. When the disability of each of these 
joints is multiplied, each by its respective value, 


741 














COMPENSABLE DISABILITY—RICE 


DISABILITY 
of 
“FINGER” 
os contributed by 


DISTAL 
JOINT 


45.0% 
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Retained 
motion 





Fig. 5. The calculated disability 
of the finger as contributed by the 
distal joint of the finger for each 
10° of retained motion, 


then we obtain the disability of the entire finger 
as contributed by the joint. 

If the same examples were used as suggested 
above, namely, 20° of retained motion, it would 
be found that the 71.4 per cent disability of the 
distal joint would constitute 32.1 per cent dis- 
ability of the finger. 


71.4 per cent (disability of the distal joint) X45 per 
cent (value of the distal joint) =32.1 per cent (disability 
of the finger as contributed by the distal joint). 

In a similar manner 80 per cent disability of the middle 


joint constitutes 52. per cent disability of the finger: 
80 per cent X65 per cent—52 per cent, and 


77.7 per cent disability of the proximal joint constitutes 
42.7 per cent disability of the finger: 77.7 per cent 55 
per cent=42.7 per cent. 


If only one joint is disabled, these calculated 
values, as shown in Figures 5, 6 and 7, represent 
the final disability of the entire finger. 

If, however, multiple units are involved with 
disability, it will be noted that the sum of these 
units may exceed 100 per cent of the finger far 
in advance of 100 per cent disability. 

Therefore, when multiple units of an industrial 
member are involved with disability, the disability 
of each unit, other than the distal unit, must be 
reduced by an equation lest the sum of the units 
exceeds 100 per cent far in advance of 100 per 
cent industrial disability. This equation may be 
expressed in the following manner: 
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Fig. 6. The calcitlated disability 
of the finger as contributed by the 
middle joint of the finger for each 
10° of retained motion. 
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Fig. 7 The calculated disability 
of the finger as contributed by the 
proximal joint for each 10° of re- 
tained motion. 


Disability of distal joint X value of distal joint 





disability of middle joint X the value of middle joint 








disability of proximal joint < value of proximal joint 


3 
Disability of the entire finger. 





For the finger 100 per cent disability would re- 
sult when each of its units is 100 per cent dis- 
abled. 





Distal Middle Proximal 
100% X 50 100% X65 100% X55 
+ + = 100.8% 
l 2 3 


The distal phalanx would receive a value of 45 
per cent instead of 50 per cent if there were no 
amputation or damage in its tactile tip. In that in- 
stance the maximum disability of a rigid finger 
would be 95.8 per cent. 


45 65 55 
—+— + — = %8% 
1 2 3 

If the same disability calculation is now carried 
into all of the joints of the finger wherein each of 
its joints retains only 20° of its motion, then it can 
be seen that the finger with this amount of motion 
will be 72.37 per cent disabled (Fig. 8). 


The Disability of a Hand.—If these figures are 
then carried over into a disabilityof a hand, as- 
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suming that each finger and the thumb retains only 85.2 per cent disabled, the elbow would be 86.6 
per cent disabled, and the shoulder would be 90 
per cent disabled.* 


20° of motion in each of its joints, the calculations 
would reveal that each finger would be 72.37 per 


DISABILITY 
of 
JOINT 


Retained motion 


71.4% 
(See Fig. 95) 

80.0 
(See Fig. 96) 


TT.7 
( See Fig. 97) 


DISABILITY 
of 
“INDEX FINGER 
ond 
METACARPAL” 
OrsTar mooie PROXIMAL 
s 
71.4 tke m con ese + ——,* 55% = 72.37% 











Fig. 8. The calculation of multiple disabilities of the 
finger. 






Retained motion 20° E.  _¢ DISABILITY 
in 33038 of 
each joint of each digit SS HAND 
------—----Litthe 237X110 = 1.23% 
oe Ring 72.37X13 = 9.40 
, “Middle 72.37X20 = 14.47 
“Index 12.37X24 = 17.37 
—/------------ Thumb 67.12X50 = 33.56 


Total 82.03% 


Fig. 9. The sum of the disabilities of the fingers con- 
stitutes the disability of the hand. 


cent disabled, and the thumb and its metacarpal 
would be 67.12 per cent disabled. 

The fingers and the thumb constitute the indus- 
trial hand. They represent the units of the hand. 

My multiplying the disability of each of these 
units of the hand by their respective values in re- 
lation to the hand and obtaining the sum of these, 
it is then. determined that the hand is 82.03 per 
cent disabled when each joint retains only 20° of 
motion. This is illustrated in Figure 9. 


Disability of the Arm.—If the wrist, elbow and 
shoulder are also disabled, each retaining only 20° 
of their normal arc of motion, the wrist would be 
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Retained of 
motion JOINT 






90.00% 
(See Fig. 102) 


ShHouLorR 20° 


t.sow 20 86.60 . 
(See Figs. 100 & 133 


waist 20 85.20 
(See Figs. 98 6 132 


HAND 20 82.03 | 
(See Fig./31) 
DISABILITY 
of 
UPPER 
. EXTREMITY 
(“Arm”) 


SHOULOER 





HAND "weet t.80w 
82.03% of 75% , 85.2% of 30% , 86.6% of 65% , 900% of 55% 
a 


1 2 3 = (105.4) 100% 


Fig. 10. The disabilities in each unit of the arm and 


the equation for calculating the disability of the entire 
arm. 


The sum of the disabilities of each of these 


units of the entire arm exceeds 100 per cent by a 
very large margin, and it, therefore, again be- 
comes necessary to substitute these disability 
values into the equation as previously described. 


The final calculation (Fig. 10) illustrates that 


the arm would be 100 per cent industrially dis- 
abled, though it still retains 20° of motion in each 
of its joints. This small amount of motion would 
possess no industrial value. 


Comments and Conclusions 
These illustrations demonstrate how a dis- 


ability can be calculated. It is not possible to ex- 
plain, in the time allotted here, how all of these 
values and how this method of calculating a dis- 


(Continued on Page 784) 





*These figures have been read off from Figures 98, 
100 and 102 in Rice, Carl O.: The Calculation of Dis- 


abilities of the Extremity. Springfield, Ill.: Charles C 
Thomas, 1952. 
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FRACTURES OF THE DISTAL PART OF THE FOREARM IN CHILDREN 


Correction of Deformity by Growth 


RAYMOND G. GIBERSON, M.D., AND JOHN C. IVINS, M.D. 
Rochester, Minnesota - 


HE treatment of fractures in children should 

be guided by the same general principles that 
are used in treating fractures in adults. The 
bones of a child, however, respond differently be- 
cause they are capable of growth as well as repair. 
Their capacity for growth may be an aid to the 
surgeon in the correction of deformities resulting 
from imperfect reduction, or may, on the other 
hand, be the cause of later deformity due to epi- 
physeal damage at the time of fracture or manipu- 
lation. 

Fracture of the shaft of the bones of the fore- 
arm is a common injury in childhood. It occurs 
usually in the distal third, 1 to 2 inches (2.5 
to 5 cm.) above the wrist, and often involves 
both bones. The majority of these fractures are 
seen in children less than ten years of age. It 
may be comforting at times to know that growth 
will correct a surprising amount of deformity. 
We propose to present evidence of this correction 
in the cases described in this paper. It is our 
purpose, furthermore, to emphasize certain prac- 
tical points in the management of such fractures 
in children. 


Incidence 

The lower third of the forearm probably is the 
most frequent site of fracture in children. Beek- 
man and Sullivan reported on 2,094 fractures of 
the long bones in children less than thirteen years 
of age seen at Bellevue Hospital. The radius 
was the bone most frequently fractured, being 
injured in 933 cases (45 per cent). Ejighty-two 
per cent of these fractures of the forearm were in 
the distal third. Bagley, in a study of 200 con- 
secutive fractures of the forearm involving both 
bones, found that 110 occurred in children less 
than ten years of age and that 101 occurred in 
the distal third. Thorndike and Dimmler reported 
on 364 fractures of the forearm and elbow in 
children and stated that 200 of these were in the 
distal third of the forearm. 





Read at the annual meeting of the Minnesota State 
ae Association, Minneapolis, Minnesota, May 28, 
Dr. Giberson is a Fellow in Surgery, Mayo Founda- 
tion, and Dr. Ivins is with the Section of Orthopedic 
Surgery, Mayo Clinic, Rochester, Minnesota. 
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Anatomic Factors 

The majority of these fractures are caused 
by a fall on the outstretched hand and a smaller 
number are produced by direct violence. In the 
latter instance, the fractures in the bones of the 
forearm tend to be at the same level, while in 
those fractures caused by indirect violence the 
ulna is likely to be fractured at a lower level than 
the radius." In a fall on the outstretched hand 
the force is transmitted to the humerus chiefly by 
the radius.* The fibers of the interosseous mem- 
brane are directed downward and mesially and 
only a small part of the force is transmitted to 
the ulna. 

The lines of fracture usually are transverse 
but they may have varying degrees of obliquity. 
The types of fracture may be greenstick, complete, 
incomplete or multiple. Impaction is rare and 
the interosseous membrane usually is intact. 

A similar force in the adult causes the frac- 
ture described by Colles. In this type, the frac- 
ture is located % to 1 inch (1.3 to 2.5 cm.) 
above the wrist and impaction and dorsal dis- 
placement of the distal radial fragment occur, 
together with avulsion of the styloid process of 
the ulna. 


Correction by Growth 

Longitudinal growth of bone is dependent en- 
tirely on multiplication of the cartilaginous cells 
in the cartilaginous plate of the epiphysis.’” How- 
ever, stimulation of growth in the length of the 
bone commonly takes place in fractures of the 
shaft. The hyperemia resulting from the callus 
causes hyperemia of the periosteum, and since the 
epiphysis receives its blood supply through the 
periosteum, growth is more rapid in the adjacent 
cartilaginous plate. When malposition and excess 
callus occur, the stimulation to growth will be 
greater than when a fracture is reduced anatom- 
ically. This overgrowth is not compensatory, 
however, and also occurs in shafts with perfectly 
reduced fractures. The average overgrowth is 
about 1 cm.® In general, the amount of over- 
growth increases directly with the amount of callus 
present and the length of time that it persists. 

It has been observed by Bagley that, when 
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Case 1. 
(e and f) Final result, March 29, 1952. 


Fig. 1. 
reduction. 


bowing occurs, the callus is laid down on the 
concave side of the deformity. Little or no callus 
is laid down on the convex side except when the 
periosteum is raised from the bone by displace- 
ment of the bony fragments. Bagley was of the 
opinion that this is due to the relaxation of the 
periosteum and soft tissues on the concave side 
with resulting hemorrhage, formation of clot, cal- 
cification and, later, bony formation. This depo- 
sition of new bone takes place early, while the 
arm is still in a cast, and apparently does not 
occur in accordance with demands made on the 
bone as to function. 

Later, the deformity is corrected in accordance 
with Wolff’s law, with laying down of bone in 
one place and resorption from another. Main- 
land has stated Wolff’s law as follows: “After 
its formation, bone is built and unbuilt largely 
in response to the demands made on it. Its finer 
details and later modifications are due largely to 
external forces.” 

Blount® stated that the younger the child and 
the nearer the fracture is to the end of the bone, 
the greater will be the power of correction. He 
also pointed out that, in fractures of the middle 
third, accurate alignment is imperative at all ages 
since growth does not so greatly influence angula- 
tion at this level. 

Aitken’? has shown that growth will correct a 
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(a and b) Fracture sustained April 20, 1946. 


(c and d) June 3, 1946, six weeks after closed 


surprising amount of deformity due to epiphyseal 
separation, even though the injury occurs near 
the time of epiphyseal fusion. He has noted 
correction of displacement by growth and ossifi- 
cation that was complete nine months after the 
injury. It probably is true that correction by 
growth when the fracture is located away from 
the epiphysis is not so rapid and thus, after the 
age of twelve years in the female and the age of 
thirteen years in the male, the physician should 
be more particular regarding reduction. The 
distal radial epiphysis fuses at about the age of 
fifteen years in the female and at the age of 
seventeen years in the male.*? 


Epiphyseal Injuries 

The lower radial epiphysis is separated more 
frequently than any other and this separation 
makes up about 2 per cent of the injuries to the 
radius.’ Damage to the cartilaginous plate is rare, 
and reduction usually is accomplished easily. If 
it is not reduced easily, however, conservative 
treatment is indicated since normal alignment 
almost always is re-established. The end result 
is not dependent wholly on the reduction accom- 
plished but is determined in part by the amount 
of injury to the epiphyseal cartilaginous plate at 
the time of injury or reduction. 
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Fig. 2. 


after closed reduction. 


Case 2. 


Method of Study 

We have reviewed the roentgenograms of frac- 
tures in the distal third of the forearm in chil- 
dren twelve years of age or less who were treated 
at the Mayo Clinic since 1945. We found fif- 
teen cases worthy of study in which there was 
residual deformity at the time when the patient 
was dismissed (about eight weeks after the in- 
jury in most cases). 
with these fifteen cases in which there was resid- 
ual deformity after primary healing, we studied 
ten cases in which there was anatomic reduction 


lor purposes of comparison 


of the fractures. Recent roentgenograms were 
made of these forearms and were compared with 
those made previously. The records of the cases 


were reviewed. 


Report of Representative Cases 

Case 1.—A _ seven-year-old boy fell a distance of 7 
feet out of a haymow on April 20, 1946, sustaining 
the fractures shown in Figure 1, a and b. Closed re- 
duction under general anesthesia was accomplished 
shortly afterward in the hospital. A circular plaster 
cast was applied from the metacarpophalangeal joints 
to the axilla, with the forearm in midposition and the 
Fixation was 
maintained for six weeks. Considerable deformity was 
present on June 3, 1946, after primary healing had oc- 
curred (Fig. 1, c and d). No further treatment was 
carried out. Roentgenograms made March 29, 1952, 
show the final result (Fig. 1, e and f). Clinically, the 
forearm is normal. 


elbow flexed to an angle of 90 degrees. 
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(a and b) Fracture sustained October 24, 1946. 
(e and f) Final result, March 11, 1952. 





(c and d) December 10, 1946, six weeks 


Case 2.—A six-year-old boy fell a distance of 10 feet 
out of a haymow on October 24, 1946. The fracture 
that he sustained (Fig. 2, a and b) was reduced by 
closed manipulation the same day and a circular cast was 
applied to the forearm and allowed to remain in place 
for six weeks. Roentgenograms made at the time of 
dismissal on December 10, 1946, showed the deformity 
illustrated in Figure 2, c and d. No residual deformi- 
ty can be seen in the roentgenogram taken on March 11, 
1952 (Fig. 2, e and f). 

Case 3.—An eight-year-old girl sustained fractures of 
both bones of the left forearm in a fall from a swing 
on July 31, 1949 (Fig. 3, a and b). Closed reduction 
under general anesthesia was carried out after admission 
to the hospital. A circular plaster cast was applied from 
the distal palmar crease to the axilla, with the forearm 
in midposition and the elbow flexed to an angle of 
desrees. Fixation was maintained for seven weeks. The 
deformity shown in Figure 3, c and d, was present on 
September 19, 1949. The latest roentgenograms, made 
on March 6, 1952, show little deformity and clinically 


the forearm is normal (Fig. 3, e and f). 


Case 4.—A six-year-old boy fell on his outstretched 
arm cn June 6, 1951. This resulted in the fracture illus- 
trated in Figure 4, a and b. The fracture was reduced 
by closed manipulation and a cast applied as was done 
in Case 3. Considerable deformity was present on July 
3, 1951 (Fig. 4, c and d). Extensive correction of the 
deformity has taken place in nine months, as shown by 
the roentgenogram made on March 27, 1952 (Fig. 4, ¢ 
and f). 
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Fig. 3. Case 3. (a and b) Fracture sustained July 31, 1949. (c¢ and d) September 19, 1949, seven weeks after 
closed reduction. (e and f) Final result, March 6, 1952. 
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Fig. 4. Case 4. (a and b) Fracture sustained Jure 6, 1951. (c and d) July 3, 1951, four weeks after closed 
reduction. (e and f) Final result, March 27, 1952. 
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Fig. 5. Case 5. 
after closed reduction. 


Case 5.—A twelve-year-old boy fell from a tree on 
August 24, 1950, and sustained a compound fracture of 
the left wrist with displacement of the distal radial 
epiphysis, in addition to fractures of the shafts (Fig. 
5, a and b). The fractures and epiphyseal separation 
were reduced by closed manipulation and fixation main- 
tained for four months. Roentgenograms made on No- 
vember 1, 1950, illustrate the state of repair (Fig. 5, 
c and d). The latest roentgenograms, made on January 
17, 1952, show remarkable correction of the deformity 
of the shaft but there is relative overgrowth of the ulna 
with radial deviation of the hand (Fig. 5, e and f). 
Growth in the radial epiphysis has been retarded as a 
result of injury and segmental resection of the ulna has 
been advised. 


Comment 


It is evident from study of these cases that 
growth is able to correct a remarkable amount of 
deformity resulting from a fracture in the distal 
third of the forearm in children. Accurate reduc- 
tion is desirable and every effort should be made 
to restore anatomic relations at the first attempt 
by closed reduction. In the event that accurate 
reduction is not obtained or should angulation re- 
cur after the cast has been applied, it is better 
to accept something less than perfect reduction 
than to perform repeated manipulations or open 
reduction.*** Practically no fracture occurs in 
the distal third of the forearm in children that 
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(a and b) Fracture sustained August 24, 1950. 
(e and f) Extent of correction on January 17, 1952. 


(c and d) November 1, 1950, nine weeks 


cannot be treated better by closed than by open 
methods. 

Blount’? has noted that a perfect functional 
result and, after a year, a perfect anatomic result 
will ensue in a young child without the ends of 
the bone being in apposition if alignment is rea- 
sonably good. The younger the child and the 
nearer the fracture is to the end of the bone, the 
less particular the physician needs to be. 

In this study, the end results were the same 
for patients in whom the deformity after reduc- 
tion occurred as for those in whom fractures were 
anatomically reduced. In no patient in whom the 
shaft alone had been injured was there any im- 
pairment of function or any evidence of the pre- 
vious deformity one year after injury. 

These fractures should be treated as emergen- 
cies and reduction should be obtained early. How- 
ever, if the fracture occurs just after the child 
has eaten, as so often obtains, it is wise to splint 
the arm and defer manipulation until the stomach 
is empty, which requires twelve to twenty-four 
hours. Adequate premedication should be given. 
A mixture of nitrous oxide, oxygen and ether is 
the anesthetic agent of choice in most cases. 

When the fracture is of the greenstick variety 
and if angulation of less than 30 degrees is pres 
ent, reduction is not necessary. 
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FRACTURES OF THE FOREARM—GIBERSON AND IVINS 


tion than this is present, it should be corrected 
by manual compression under anesthesia. It is 
not necessary to complete fracture of the cortex 
in this instance. 

When one bone remains intact, which usually 
is the ulna, it can be used as a lever to reduce 
the fracture in the other. With complete fracture 
of both bones, reduction may be difficult and once 
obtained it may be difficult to maintain. A satis- 
factory method of reduction has been described 
by Key and Conwell. 

We apply a long circular plaster cast to the arm 
from the metacarpophalangeal joints to the axilla, 
with the forearm in midposition and the elbow 
flexed to an angle of 90 degrees. When a green- 
stick fracture exists with little deformity, and in 
the event that no reduction is attemped, applica- 
tion of a cast to the forearm is sufficient. In those 
fractures in which it is difficult to maintain posi- 
tion it may be necessary occasionally to apply 
simple traction by means of a banjo splint incor- 
porated in the cast. 

Minor displacements of the radial epiphysis 
may be left unreduced.’* Complete separation 
usually is reduced easily when it is treated soon 
after its occurrence. Repeated manipulation and 
open reduction are not indicated, since normal 
restoration of alignment will take place in the 
presence of displacement if the epiphyseal carti- 
lage has not been damaged. 


Summary 


A study has been made of the end results of 
fractures of the distal third of the forearm in 
fifteen children who were twelve years of age or 
less and in whom there was residual deformity 
of the forearm on completion of treatment. These 
forearms eventually became practically normal 
in all respects, and the results in no way differed 
from those obtained after anatomic reduction of 
similar fractures in ten patients. Every attempt 


should be made, of course, to restore anatomic 
relations in the reduction of these fractures, but 
repeated manipulation is seldom necessary and 
open reduction rarely required because growth 
will correct a surprising amount of deformity 
that may be present as a result of these fractures. 
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In the last national election, 44,870,320 Americans 
didn’t bother to vote, although 93,704,000 were eligible to 
cast a ballot. Only 52 per cent went to the polls. In 
Minnesota, only 63.6 per cent of the voting population 
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REMEMBER 


exercised their privilege of voting. In 1948, a total of 
1,906,000 Minnesotans were eligible to vote; yet 693,777 
remained at home, according to a tabulation by Minne- 
sota Taxpayers Association. 
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RESUSCITATION OF THE NEWBORN 


ELLIS N. COHEN, M.D. 


Saint Paul, Minnesota 


TATISTICS published in a recent editorial 
in The Journal of the American Medical 
Association® estimate that infant mortality in 
the first few days of life exceeds 120,000 per year. 
A 14-year study of needless neonatal deaths con- 
ducted by the Chicago Health Department from 
1935-1949 brings us a breakdown of these im- 
posing figures.? Most significantly, the largest 
percentage of neonatal deaths (51.9 per cent) oc- 
curs during the first 24 hours of life. The au- 
thors list the cause of death percentage-wise as 
follows : 


Per Cent 
Abnormal pulmonary ventilation.......... 54.3 
No Sexes oad ace ono eaabene wa 18.2 
I so wa. oat we as eb bat 12.0 
i ah os ons aaa ates cetae ees 6.2 
EAST Se PR igh oe et ee eee 4.7 
I gon nua eas vann ea oes 4.6 


We thus see that the pathological factors in- 
volving respiration are by far the most important 
to be considered. Unfortunately, the correction 
of the majority of these factors still does not lie 
within our present grasp of knowledge. Nev- 
ertheless, prompt and adequate treatment will 
offer much, both in the actual saving of life, and 
perhaps even more important in the reduction of 
irreversible cerebral damage attendant to inade- 
quate oxygenation. 

A brief review of the physiological changes that 
must occur in the fetus before respiration in the 
outside world can begin, serves to give us a 
clearer understanding of these dramatic changes 
and at the same time points up our woefully in- 
adequate information on these very same facts. 

Many studies'® indicate that initiation of res- 
piration is not delayed to the moment of birth, but 
actually begins much earlier in the gestation 
period. Most of these studies involve the injec- 
tion of some particulate matter into the amniotic 
sac before delivery and then studying its distribu- 
tion in the lungs of experimental animals sacri- 
ficed upon delivery. Whether this is effective 
constant respiration, and what initiates and stops 
it, are questions that yet remain to be answered. 

The initiation of extra-uterine respiration has 





Read at the annual meeting of the Minnesota State 
— Association, Minneapolis, Minnesota, May 28, 
1952. 
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Basically, 
the stimuli carbon dioxide, hydrogen ion concen- 
tration, and oxygen lack that control respiration 


puzzled physiologists for many years. 


in later life, are probably the same ones that 
initiate it prenatally or at birth itself, the funda- 
mental difference, of course, being the threshold 
level of response in the newborn and in the 
adult. 

There are, to be sure, many other ways of 
stimulating respiration besides hydrogen ion con- 
centration, carbon dioxide, and oxygen want. 
Pain, cold, cutaneous stimuli, do produce reflex 
respiratory gasps. However, one may speculate 
that these stimuli are inadequate if the physiolog- 
ical stimulus itself is ineffective, and that when 
respiration does follow a simple cutaneous stimu- 
lus like spanking, the infant’s respiration would 
probably have begun in a moment anyway without 
the spank.’* 

Specifically, however, in the light of present 
knowledge what measures can be adopted to initi- 
ate and maintain adequate respiration in the in- 
fant suffering from asphyxia? Ross and Strong” 
a number of years ago made an exhaustive study 
of techniques available for resuscitation of the 
asphyxiated infant. These varied from outmoded 
methods such as alternate immersions in hot 
and cold water, to the use of complicated mechani- 
cal apparatus. In a study of fifteen methods, 
these authors comment that “practically any child 
can be revived by the use of intratracheal cathe- 
ter and alternate inspiration and expiration 
through the catheter.” Although this statement 
may be overly opimistic it emphasizes a further 
statement by these authors that this, “one proce- 
dure, easily learned after two or three demonstra- 
tions, should save most of the babies that would 
otherwise die from asphyxia.” 

Flagg,® founder of the Society for the Preven- 
tion of Asphyxial Death, presents a comprehen- 
sive review of the value of the intratracheal cathe- 
ter technique. He outlines three basic principles 
in infant resuscitation : 


1. Exposure of the field 
(laryngoscopy under direct vision) 
2. Removal of foreign material _ 
(suction of fluid and the relief of the obstruc- 
tion). 
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3. Application of treatment, directly to the damaged 
area with the greatest possible precision, dispatch, 
and absence of trauma. 

(intubation by direct vision and insufflation of 
oxygen, carbon dioxide under controlled 
pressure). 


These basic principles elaborated fourteen years 
ago still stand as fundamental concepts in infant 
resuscitation. The only point that might be ques- 
tioned is the suggested use of carbon dioxide. 
Experimental work done by different observers, 
including Kane and associates’ showed “that the 
carbon dioxide content of the blood in the new- 
born (taken from the umbilical cord) is consist- 
ently high; that the proportion of carbon dioxide 
increases with the degree of asphyxia, and there- 
fore, that the addition of carbon dioxide to oxy- 
gen as a resuscitating agent is contraindicated.” 

For the purpose of our discussion one might 
divide those infants requiring resuscitative efforts 
into two groups: the first efforts to be used in 
the mildly depressed infant, and the second efforts 
to be undertaken unhesitatingly if our first sim- 
pler technique fails, and to be used directly in all 
cases of the severely asphyxiated infant. 

Although the obstetrician assumes the first re- 
sponsibility for the infant’s airway by customarily 
aspirating the infant’s pharynx with a rubber bulb 
syringe or else inverting the infant and stripping 
mucus from his throat by a massaging sweep 
of his gloved finger from the lower jaw towards 
the mouth, frequently this simple effort is not an 
adequate one. Immediately at this point the as- 
sistant obstetrician, the pediatrician, or the anes- 
thesiologist must begin the first series of addi- 
tional resuscitative efforts. These consist of fur- 
ther freeing of the infant’s airway through intro- 
duction of a soft tipped rubber catheter into the 
mouth and posterior pharynx and aspirating di- 
rectly. A carefully controlled suction will with- 
draw any mucus or blood present and not ob- 
tained with the bulb syringe. At the same time, 
one offers to the infant a high concentration of 
oxygen given with a closely fitting mask by 
positive manual pressure through a breathing bag. 
Redundant as it may sound, it is essential to ac- 
tually observe motion of the thorax and the 
diaphragm with each manual compression of the 
breathing bag. Merely applying 100 per cent 
oxygen to the infant’s face and not providing 
for its actual entrance into the lower respiratory 
tract by inflating the lungs, allows the majority 
of the oxygen to dissipate to the atmosphere and 
only a relatively small amount reaches the blood 
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stream through the mechanical action of the heart, 
the so-called “hemoglobin oxygen pump.”® Fre- 
quently, this suctioning of the pharynx plus man- 
ual inflation of the lungs with the oxygen are 
sufficient to initiate adequate spontaneous respira- 
tory movements. 

If, within a matter of a moment or two, these 
simple measures do not produce voluntary re- 
spiratory exchange with a marked improvement 
of cyanosis, one should not hesitate to begin the 
second group of resuscitative efforts. This con- 
sists in the implementation of the principles set 
forth by Flagg: namely, exposing the larynx un- 
der direct vision, the removal of any foreign 
material present deep in the pharynx, or in the 
tracheobronchial tree itself by suctioning with a 
catheter, and finally the insertion of a small No. 
00 portex or soft rubber endotracheal tube. 
With the latter providing an assured airway, 
one can most effectively supply oxygen to the 
infant through a positive pressure technique. In 
addition, the endotracheal tube futher provides a 
good channel through which one may aspirate the 
tracheal bronchial tube. By carefully manipulat- 
ing the infant’s head one may frequently direct 
the soft suction tip into the right or left main 
stem bronchus as desired. Although this tech- 
nique may seem complicated or even slightly for- 
midable to the unpracticed, skill can readily be 
required through experience until intubation can 
be performed completely atraumatically. One of 
the oft-neglected teaching opportunities for the 
intern and resident is the use of the non-viable 
fetus on which to practice. Here one may prac- 
tice exposure of the larynx and intubation with- 
out any fear of trauma and away from the ur- 
gency of providing oxygen to a precarious infant. 

Even in our present inflated times, all the 
equipment necessary for these procedures may be 
purchased for less than $100.00. A simple posi- 
tive pressure apparatus with breathing bag,* a 
Miller infant laryngoscope,} a soft No. 00 endo- 
tracheal tube, connectors, and a No. 8 French soft 
suction catheter comprise all the mechanical equip- 
ment required. 

Special anatomic considerations of the infant’s 
larynx have been well brought out in an article 
by Eckenhoff.* He points out the cephalad posi- 
tion of the infant’s larynx as compared with the 
adult and the characteristic short stiff U-shaped 





*Ohio Chemical Co., Madison, Wisc., Postoperative 
treatment outfit for small cylinders. 
+The Foregger Co., New York City. 
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epiglottis. Exposure of the larynx is best accom- 
plished by passing the blade of the laryngoscope 
beneath the epiglottis into the post-cricoidal space, 
then slowly withdrawing it until the arytenoid car- 
tilages appear in view. Elevation of the tip of 
the blade and slight forward movement will usual- 
ly result in good exposure of the vocal cords. 
In selecting the length of the endotracheal tube 
to be inserted, one bears in mind that the average 
distance from the gums to the glottis in the new- 
born is about 3 inches and about the same dis- 
tance from the glottis to the tracheal bifurcation. 
The tip of the endotracheal tube must, of course, 
be somewhere in the last measured space. 
When oxygen is supplied to the infant by man- 
ual alternate compression and release of the 
breathing bag, one must bear in mind the danger 
of too great pressure being applied to the lung 
alveoli. According to Flagg,® a pressure of 25 
mm. Hg may be safely sustained for five seconds 
without danger of rupture of alveoli. In prac- 
tice, one rarely exceeds 10 mm. Hg pressure and 
through experience accomplishes a sense of feel 
that prevents too great pressures being exerted 
on the breathing bag. A refinement of technique 
consists of a water manometer which automati- 


cally releases pressure in the system at a predesig- 
nated level. 


Many mechanical devices have been suggested 


and utilized in resuscitation efforts. Most of 
these offer poor substitution for patiently and 
carefully performed manual techniques. One re- 
cent article pointing out hazards of intubation 
and manual technique offers as a substitute an 
expensive piece of apparatus which simulates pres- 
sure changes in utero and theoretically at least 
forces excess fluids and secretions from the upper 
respiratory tract. The effectiveness of such 
equipment in actually initiating respiration still 
remains to be proven. The use of incubators with 
close regulation of temperature, humidity, oxygen, 
etc., offer an ideal atmosphere to the infant once 
it has been resuscitated, but only after the latter 
has been accomplished. 

The misuse of analeptics in stimulating respira- 
tion in infants as well as adults is well brought 
out in a recent article by Leffingwell* in which 
the author states, “delaying the start of pulmonary 
ventilation while drugs are prepared and injected 
may cost the patient his life. There is no known 
drug that will initiate respiratory activity that 
has ceased.” Earlier experimental work by oth- 
ers, including Mousel and Essex,’® support this 
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contention. The action of most analeptic drugs 
is to further increase the baby’s demand for oxy- 
gen in a patient already suffering from an inade- 
quate supply of oxygen. 

From a prophylactic point of view aspiration 
of gastric contents in the newborn infant may 
be a worthwhile effort. Little® shows a reduc- 
tion of 50 per cent in the fetal mortality of in- 
fants delivered by cesarean section when prophy- 
lactic aspiration of the stomach was carried out 
immediately after birth. Since it has long been 
recognized that respiratory difficulties are highest 
in the cesarean section babies (probably due to 
a lack of the compression action of the uterus on 
the flexed chest in clearing the tracheobronchial 
tree) adequate suctioning of these infants and 
intubation may be especially important. 

In closing, may we comment on the time at 
which one should begin resuscitation technique. 
Although it has been suggested that the newborn 
infant is probably better able to withstand oxygen 
want than his adult counterpart, it would seem 
logical that moments lost in beginning adequate 
respiration and oxygenation are lost never to be 
regained, and that the temporizing of several min- 
utes waiting for the infant to begin breathing 
spontaneously through “natural phenomenon,” 
may be the difference between superior or average 
intellect in the formative years to come. Surely, 
until good evidence to the contrary is available, 
immediate effective resuscitation is the least haz- 
ardous course to pursue. 


Summary 


1. The principles of adequate resuscitation in 
the severely asphyxiated newborn infant include 
direct exposure of the larynx, thorough suction 
ing of both the pharynx and tracheobronchial 
tree, insertion of an endotracheal tube, and man- 
ual control of respiration with 100 per cent oxy- 
gen supplied by positive pressure apparatus. 

2. The use of complicated mechanical devices 
and analeptic drugs is questionable. 

3. Time lost in beginning effective infant 
resuscitation may never be regained. 
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Case Report 


ARTHUR H. WELLS, M.D., M. EUGENE FLIPSE, M.D., 
and HAROLD H. JOFFE, M.D. 


Duluth, Minnesota 


History.—A_ sixty-nine-year-old white man, married, 
was first admitted about a month before his death to 
another hospital because of “progressive deterioration of 
his general physical condition.” For several weeks he 
had had progressive loss of appetite and weight, a slight 
cough, questionable expectoration, and had been fever- 
ish. An x-ray film of the chest will be described later. 
Further study was advised, but the patient refused and 
left the hospital. Three weeks later and four days be- 
fore his death he became confused, disoriented and rest- 
less and he coughed up, or vomited about a pint of 
bright red blood, and was readmitted to the same 
hospital. 


Past History—He had been a diabetic for at least 
ten years. His diabetes apparently had not been well 
controlled, for it is known that on several occasions he 
had had marked glycosuria with and without acetone, 
and yet had refused to follow medical advice. Seven 
years before he had required 50 units of protamine zinc 
insulin daily. More recent requirements are not known. 
There was no history of diabetic coma or insulin 
reactions. 

Seven years and again three years before his final 
hospital admission he had midepigastric pain and tender- 
ness, not otherwise described, which subsided in several 
days, undiagnosed and without treatment. An electro- 
cardiogram, taken at the time of the first episode of 
pain, is said to have shown T waves that were “diphasic 
in I and II, low isoelectric in III, low and diphasic in 
IV.” At the time of the second episode of pain en- 
largement of the liver was noted. The hepatomegaly 
persisted during the intervening three years. There was 
no known exposure to tuberculosis. His wife and chil- 
dren were living and well. 


Physical Examination—He was fairly well nourished, 
acutely ill, disoriented, irrational and restless. The 
mucous membranes of the lips were pale. On the skin 
of the abdomen on the left side there was a series of 
very small brownish discolorations arranged in linear 
distribution along the lateral border of the left rectus 
muscle. There was no other discoloration of the skin or 
mucous membranes. The pupils were small, irregular, 
reacted sluggishly to light but did not accommodate. 

rs, nose and throat were normal. The thorax was sym- 
metrical with normal mobility. The left hemithorax was 
clear to auscultation and percussion. Over the right 
basal area posteriorly moderately coarse rales were per- 
sistently heard but percussion sounds were normal. The 
blood pressure was 110 mm. of mercury systolic and 80 
diastolic. The temperature was 98.8° F. and the pulse 
rate 78 per minute. The heart was normal except for 
tachycardia. The peripheral arteries were moderately 
sclerotic. The abdomen was markedly distended and 
tympanitic. The liver edge was felt 4 fingerbreadths be- 
low the costal margin in the midclavicular line, was hard, 
slightly tender to deep pressure and had a suggestion of 

From the Department of Pathology, St. Luke’s Hospi- 
tal, Duluth, Minnesota. 
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Fig. 1. Roentgenogram of chest. 


nodulation. The spleen or other masses were not palpable. 
Genitalia were normal. There was no cyanosis, finger 
clubbing or edema. The deep tendon reflexes were normal 
but sluggish. No Babinski sign was elicited. 


Laboratory Data.—On admission the erythrocyte count 
was 3,620,000 per cu. mm., the leukocyte count 12,000 
with 92 per cent neutrophils and 8 per cent lymphocytes, 
and the hemoglobin was 88 per cent. The urinalysis. re- 
vealed sugar 2 plus, and microscopically 12 to 20 erythro- 
cytes per field and numerous pus cells. 


X-Ray Study—Films of the chest (Fig. 1) taken 
about one month before his death revealed nodules 2 
cm. in diameter in the upper and the lower lobes of 
the right lung; these were thought to be consistent with 
either pulmonary tuberculosis or malignancy. 


Course.—During the terminal three days in the hos- 
pital he was irrational and semicomatose. His pulse 
varied from 78 to 120 per minute. No additional blood 
pressure readings were taken. The normal temperature 
which had been normal, rose to 100° F. on the last day. 


Differential Diagnosis 


Dr. M. E. Fiipse: “Let us try to untangle the differ- 
ential diagnosis, starting with the emergency entrance of 
this patient into the hospital with a history of having 
vomited, or coughed up, about a pint of bright red blood. 
Pulmonary bleeding in the adult is usually accompanied 
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either by coughing, or by clearing the throat, and some 
patients experience a vague sensation in the chest which 
enables them to tell the approximate site of the hemor- 
rhage. Blood from the lungs is often bright red and- 
frothy, less frequently mixed with sputum or mucus. 
Hematemesis, on the other hand, is usually preceded by 
nausea and accompanied by retching, but bright red un- 
changed blood may well up in the throat and mouth 
from esophageal bleeding without associated symptoms. 
In this case the attending physicians were unable to de- 
cide between hemoptysis and hematemesis. The x-ray 
film of the chest suggests either tuberculosis or pul- 
monary neoplasm, both important causes of gross 
hemoptysis. We need not consider seriously other im- 
portant causes of hemoptysis, such as bronchiectasis, 
mitral stenosis and pulmonary infarction; or the less 
frequent causes, such as ruptured aneurysm, hyperten- 
sion, lung abscess and blood dyscrasias. 

“I believe the episode of bleeding was hematemesis 
from esophageal varices secondary to portal hyperten- 
sion produced by cirrhosis of the liver. There is noth- 
ing to suggest the other causes of hematemesis, namely, 
peptic ulcer, cancer of the stomach, hiatal hernia, leio- 
myoma of the stomach, and blood dyscrasias. The rapid- 
ly progressive mental deterioration and death of the 
patient after the loss of an amount of blood insufficient 
to produce shock or significant anemia, are quite com- 
patible with cirrhosis. In many patients with chronic 
hepatic insufficiency the gradual downhill course may be 
rapidly converted into a terminal central nervous system 
type of disease by a mild infection, trauma, sedative or 
relatively minor blood loss. 

“Uremia secondary to the so-called necrotizing renal 
papillitis, a fulminating type of acute pyelonephritis,!? is 
a not uncommon but frequently missed complication of 
diabetes that could account for the terminal picture. The 
leukocytosis of 12,000 with a shift to the left and the 
urinary findings of blood, pus and bacteria would fit with 
this diagnosis. However, these findings are equally com- 
patible with genitourinary tuberculosis or a nonspecific 
cystitis or prostatitis. 

“Considering all the possibilities and the available in- 
formation, I believe the terminal events were manifesta- 
tions of cirrhosis; namely, hematemesis from esophageal 
varices leading to acute hepatic failure, cholemia and 
death. 


“It might be argued that the evidence for cirrhosis is 
scant but an enlarged nodular liver known to be present 
for at least three years in a native American without 
heart failure, is most likely cirrhosis. The absence of 
spider angiomata, testicular atrophy and loss of hair does 
not exclude cirrhosis but only signifies that one of the 
many functions of the liver, the detoxification of estro- 
gens, was not seriously impaired. The failure to pal- 
pate a spleen in a distended and tympanitic abdomen is 
not surprising. Laboratory evidence of impaired liver 
function, at least a retention of bromsulfalein, would 
give strong support to the diagnosis of cirrhosis. How- 
ever, Ricketts and associates!®11 have shown that oc- 
casionally one may have marked hepatic disease, even 
cirrhosis, with no abnormality in known liver function 
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tests. The evidence of macrocytosis in the blood noted 
three years ago and again a few days before death is 
compatitble with a diagnosis of cirrhosis. 

“Hepatoma or primary carcinoma of the liver should 
be mentioned for it is found in approximately 7-per cent 
of cirrhotic livers and is practically never unassociated 
with cirrhosis. Its presence could account for the nodu- 
lar and enlarged liver, rather than a shrunken liver, most 
commonly seen in cirrhosis, Metastatic carcinoma to the 
liver from the lung or from any other site, of this dura- 
tion, would be most unusual. 

“A punch or needle biopsy of the liver would have 
been the most valuable single test in this case as it is in 
any diabetic with a large liver. In this case, I believe, it 
would have proved the presence of cirrhosis, settled the 
problem of a superimposed hepatoma and, if my diag- 
nosis is correct, would have established the etiology of 
the cirrhosis as being hemochromatosis. 

“Sheldon!* points out that 80 per cent of the patients 
reviewed had an onset with one of the well-known triad, 
diabetes, skin pigmentation and cirrhosis, and that there 
was an equal chance of any one of the triad being the 
presenting complaint. Feder,* in a recent review, empha- 
sizes that only one of the triad may be present for long 
periods of time and that the cirrhosis is the most con- 
stant finding.15 

“T believe most of the picture presented by this pa- 
tient’s illness can be explained on the basis of hemachro- 
matosis. He had the diabetes. I have reviewed the evi- 
dence for the cirrhosis. The series of minute brownish 
areas of discoloration arranged in linear fashion along 
the lateral border of the left rectus muscle might have 
been the pigment of hemochromatosis. The extent and 
character of pigmentation in hemochromotosis may vary 
from complete absence, in 20 per cent, through a few 
non-specific specks to diffuse pigmentation of any shade 
between the melanosis of Addison’s disease and the 
slate gray of argyria. In about half the cases with skin 
pigmentation the pigment is melanin, owing to disturb- 
ance in liver and adrenal function; in the rest it is the 
pathognomonic iron pigment hemosiderin, so easily de- 
tected by skin biopsy of the pigmented area with use of 
appropriate iron stains. Abdominal pain, either mild or 
severe and shocklike, has been described.%-® 


“Even the nonspecific T wave changes in the electro- 
cardiogram could be caused by the deposition of iron in 
the heart, for this is a common occurrence, usually with- 
out clinical manifestations, although heart block, auricular 
fibrillation and heart failure have been reported. 


“Thus we can explain the entire picture except the 
lung lesion on the basis of hemochromatosis. The lung 
is one of the few organs spared by this disease. One 
might postulate metastasis to the lung from a hepatoma 
secondary to the pigment cirrhosis, but I would prefer 
the added diagnosis of pulmonary tuberculosis. I make 
this diagnosis because of the x-ray film, which suggests 
multiple cavities in the right upper lung field, and be- 
cause poorly controlled diabetics have a high incidence 
of pulmonary tuberculosis. Lipoid pneumonia, common 
in old persons who take mineral oil as a laxative or as 
nasal drops is most unlikely.” 
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DICINE 


CLINICAL PATHOLOGICAL CONFERENCE 


Pathologic Findings 


Dr. A. H. Wetts: “I am sure you will agree that Dr. 
Flipse’s differential diagnosis is a masterpiece of reason- 
ing and interpellation. His conclusions are correct ex- 
cept for minor features. The patient did have hemo- 


finding of multiple neoplasms among the cirrhotic nodules 
of the liver. These ranged from hyperplastic changes in 
the liver cells through adenomas with large droplets of 
inspissated bile, through papillary adenomas and adeno- 
carcinomas to highly anaplastic carcinomas of histologic 


Fig. 2. (left). Degenerated liver cells in disrupted cords containing hemosiderin adjacent 


to scar tissue. 


Fig. 3. (center). Hemosiderin in acinar cells, extensive destruction of acini, and relatively 
mild deposits of iron in the islets of Langerhans. 


Fig. 4. (right). Over-developed photomicrograph of heart muscle to bring out minute 


hemosiderin granules in cytoplasm. 


chromatosis (Figs. 2, 3 and 4) with some of its com- 
plications. There was a moderately severe cirrhosis of 
the liver with dilatation of the venous bypasses and rup- 
ture of an esophageal varix. The entire gastrointestinal 
tract was filled with dark reddish purple blood. The loss 
of blood was probably the immediate cause of death. A 
multicentric hepatoma had developed in the cirrhotic 
liver and had metastasized to the right lung causing the 
opacities in the roentgen film of the right lung (Fig. 1). 
There were no lesions of pulmonary tuberculosis. An 
examination of the brain was refused. The entire clinical 
Picture of this patient is explained upon the one disease, 
hemochromatosis, and its complications except for a 
focal area of actite pyelonephritis in the right kidney. 
This was probably a blood-borne infection and accounts 
for the findings of pus and blood in the urine. 
“Histologic studies were of unusual interest in the 
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grade IV. This finding in cirrhotic livers is not rare. 
It should be considered in the same light that many re- 
gard the varying grades of neoplasia found in multiple 
polyps of the colon or the development of multicentric 
malignant neoplasms in other organs or sites on or in the 
body.” 
.t 
Discussion 

Question: “What is the difference between the iron 
storage disease following multiple blood transfusions 
and hemochromatosis ?” 


Dr. WELLS: “Extensive deposits of hemosiderin oc- 
cur in the tissues of patients with a variety of diseases 
in which red blood cells are destroyed intravascularly. 
Many blood transfusions with or without the hemolytic 
diseases may be responsible for the same iron deposits in 
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tissues. This has been called hemosiderosis and should 
be distinguished from hemochromatosis primarily be- 
cause the basic abnormal physiology of the latter re- 
mairis a mystery and secondarily because the iron de- 
posits in the former are mostly in the reticuloendothelial 
cells of the body while in hemochromatosis the hemo- 
siderin is predominately in the liver, pancreas, skin, 
adrenals, thyroid gland, intestinal tract epithelium and 
choroid plexus. In spite of these generalizations hemo- 
siderosis can result in pigmentation of the skin, cirrhosis 
of the liver, and diabetes mellitus, all the result of ex- 
cessive iron deposit. 

“There seems to be a trend in the literature5»14* to favor 
the theory that the basic abnormal physiology in hemo- 
chromatosis results in an excessive absorption of iron 
from the intestinal contents. Once absorbed the excess 
iron accumulates over many years eventually causing 
serious injury to the liver and pancreas. 

“The rigid conservation of iron in the body after it is 
absorbed, so fundamental in normal iron metabolism 
may well become the ‘accessory to the fact’ in both 
hemochromatosis and hemosiderosis, This conclusion is 
accentuated by the fact that hemochromatosis is twenty 
times more frequent in men than in women and that 
when it does occur in women the average age is twenty 
years more than in men.” 


Question: “Is the cirrhosis the cause of the car- 
cinoma of the liver?” 


Dr. WELLS: “Since the cirrhosis of hemochromatosis 
is associated with hepatoma in approximately 18.9 per 
cent of the cases,7 there is a remarkably close relation- 
ship between the two conditions. The clinician should 
expect and look for evidences of hepatoma in any case 
of hemochromotosis. Incidentally, in a series of 1989 
cases of portal cirrhosis reported by Berk and Liever,} 
hepatomata were present in 4.5 per cent. The more than 
four-fold greater frequency of carcinoma of the liver 
associated with portal cirrhosis over that occurring with 
hemochromatosis cirrhosis? is undoubtedly due to the 
greater incidence of portal cirrhosis.” 

“What is 


QUESTION : the treatment of hemochro- 


matosis ?” 


Dr. Friese: “In closing, 1 would like to emphasize 
that the diagnosis of hemochromatosis is no longer only 
of academic interest inasmuch as rather specific therapy 
is suggested by the studies of Davis and Arrowsmith.? 
They believe that the gradual accumulation of iron in 
the body is caused by inability of the intestinal mucosa 


to reject ingested iron. Since the human has little or no 
capacity to excrete iron, it accumulates in the tissues, 
causes death of parenchymal cells and fibrous replace- 
ment. By the repeated removal of 500 ml. of blood by 
phlebotomy at a rate of 4 to 7 pints a month, separation 
and discarding of the red blood cells, and readminister- 
ing the plasma, they were able to remove 15 to 20 gm. 
of iron per year from the human body. Such therapy 
in three patients resulted in symptomatic improvement, 
improvement in the diabetes and presence of less iron 
and less cirrhosis on biopsy in the post-treatment speci- 
mens than in tissue removed before the treatment.” 
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CONTROL OF DISEASES 


The control of diseases due to an insanitary environ- 
ment can, obviously, often be accomplished in sudden and 
dramatic fashion. No such easy victories can be 
achieved with the contact-borne diseases, since man is 
much less susceptible to control than his surroundings. 
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Such maladies as tuberculosis and syphilis have been 
fought almost as effectively but at a slower pace.—C. E. 
A. Wrnstow, The Cost of Sickness and the Price of 
Health, WHO Monograph Series, No. 7, 1951. 
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NOTES ON THE HISTORY OF MEDICINE IN WASECA COUNTY 
PRIOR TO 1901 


B. J. GALLAGHER, M.D., and J. F. LYNN, M.D. 


Waseca, Minnesota 


(Continued from the July issue) 


L. D. McIntosh was born in Bethel, Vermont, probably about 1838. His 
mother was the sister of Dr. Muzzy, a noted physician and surgeon of his day in 
Boston. He had four brothers, one of whom died in infancy. The boys were all 
geniuses along some line. Ruben became a famous photographer, William propa- 
gated the well known McIntosh Red Apple, and Soloman made fine maple sugar 
and syrup that was known throughout the east for its quality. 

Dr. McIntosh was a graduate of the Medical College of Castleton, Vermont, 
probably in 1860, and that year he married Miss Rebecca Preston, at Sheboygan, 
Wisconsin. He was Assistant Surgeon in the 47th Wisconsin Infantry for a time 
during the Civil War. He was very ill in Tennessee with — fever. After the 
war, he returned to Wisconsin. 

He was a dentist as well as a physician and while in Sheboygan, he practiced 
dentistry and carried on an office practice of medicine. In January, 1869, he moved 
to Waseca, Minnesota, which had been established about a year before. He was a 
brother-in-law of Dr. H. J. Young, the first physician in the City of Waseca, who 
also had come from Sheboygan in 1867. Dr. McIntosh was a born inventor and 
at one time, whether while still in Sheboygan or later in Waseca is not known, 
devised a uterine supporter for a patient. Later he sold the patent and that device 
is still on the market as the McIntosh Uterine Supporter. The man who bought 
the patent made a fortune on it. 

In 1879, Dr. McIntosh and his family moved to Chicago and he went into a large 
firm, known as the “McIntosh Battery and Optical Company,” manufacturing 
electrical appliances, principally projecting lanterns (stereopticon machines) and 
microscopes. These machines were used by many noted lecturers of that time, 
such as Burton Holmes and Stoddard. It is of interest to recall that in that year, 
1879, Edison perfected the first incandescent light bulb. 

Dr. McIntosh was not a strong man, physically, but very ambitious and a great 
worker. He was a very ardent temperance man and prohibitionist while in Waseca, 
and stood high in his profession. In Chicago, before his death he held a professor- 
ship, and was president of the Chicago Dental College, as well as a professor in 
electric therapeutics in the Chicago Postgraduate Clinic. He was appointed assistant 
superintendent of microscopy for the Chicago World Fair. In February, 1892, 
he went to a convention of doctors in Florida, to give a course of instruction at a 
Chautauqua and while there became ill and died, age 54, at De Funiah Springs, 
February 28, 1892. 

Dr. and Mrs. McIntosh had two daughters, Lulu, now deceased, and Rebecca, 
now Mrs. Rebecca Thompson, living (1952) in Santa Barbara, California. 
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Dennis J. McMahon was born at Prior Lake, Minnesota, on March 28, 1866. 
He grew up there and later attended the University of Minnesota. He graduated 
from the College of Physicians and Surgeons at Keokuk, Iowa, in 1895. He first 
practiced at New Richmond, Wisconsin, from 1895 to 1897. He then moved to 
Waseca where he was in practice from 1897 until the fall of 1900. In 1899 he 
married Miss Katherine Mulcahey of the Waseca community and in 1900 he moved 
to Raymond, Minnesota, where he remained until 1918 when he located in Breck- 
enridge, Minnesota. There he remained in active practice until 1937 when he 
retired. He died at Breckenridge on April 12, 1940. 

Dr. and Mrs. McMahon had two children. A son, Leo H. McMahon, became 
a physician, graduated at the University of St. Louis and later practiced at Breck- 
enridge. He died in 1944. A daughter, Mildred A. McMahon, graduated at the 
University of Minnesota and is now (1952) teaching social studies in the Balboa 
High School, Balboa, Canal Zone. Mrs. McMahon died at Breckenridge on De- 
cember 18, 1945. 


William Murphy was born in County Armagh, Ireland, on October 7, 1815. 
He came to America when he was 3 years old. His family settled in Pennsylvania 
and as a young man he became a homeopathic physician, graduating at the Hahne- 
mann Medical College in Philadelphia, where he entered the practice of medicine. 
On September 4, 1842, he was married to Miss Sophia Fisk at Brighton, Ohio. One 
son was born to this marriage, John F. Murphy, in Philadelphia, on January 7, 
1850. Dr. Murphy was a well known musician in Philadelphia and was pipe- 
organist in an Episcopal Church. His granddaughter, Miss Martha I. Murphy, 
still lives in Waseca and she has in her possession a little book called ““Hamilton’s 
Catechism of the Organ” which was autographed by Dr. Murphy in Philadelphia 
in 1850. Dr. Murphy’s health began to fail a few years after that and the family 
moved to Minnesota in 1857, presumably because the climate was supposed to be 
good for “lung trouble.” They arrived at the town of Wilton in December, 1857. 
It is not known that Dr. Murphy ever practiced there very much because he was 
in poor health, but it is known that at times he taught school in the Wilton Semi- 
nary, a private school that started in 1858, and closed for all time in April, 1861, 
the first month of the Civil War. He died at Wilton of tuberculosis on May 14, 
1859. His son, John F. Murphy, who was nine years old when his father died, 
became a printer and later a publisher of the Waseca Herald. He lived to be an 
old man, nearly all his life in Waseca, and was always known as “Murphy the 
Printer.” 


John Nutting was born August 31, 1836, at Nuttingville, South Amherst, 
Massachusetts. In June, 1856, he was married to Eliza Ann White. His second 
marriage occurred in 1867 to Ann White. In 1882 he was married to Anabelle 
Beede who died in July, 1922. He had eight children, three of whom are still 
living (1951), Percy L. Nutting, Charles W. Nutting and Izma Da-Suess. His 
son, Percy L. Nutting, lives at 319 East Washington St., Mankato, Minnesota. It 
is not known where he graduated but he first appears in the lists of Waseca County 
at Alma City in 1886 and was licensed by examination. He is not listed in Waseca 
County in 1890 but in 1893 he was at St.Clair, Blue Earth County. By 1898, and 
probably for two or three years before, he was again in Waseca County, at New 
Richland, and is thought to have been in Alma City again from 1898 to 1901. 
Later he moved to Mankato where he died on October 16, 1912, and was buried 
at Oak Ridge Cemetery, Faribault, Minnesota. 
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J. J. O'Hara was born near Edinburgh, Scotland, in 1868. His father was 
a paper maker and moved to Ontario, Canada, when the future Dr. O’Hara was 
four years old. To earn money for a college course he worked in a paper mill, 
also studied telegraphy and later was a station agent for the Canadian Pacific 
Railroad in Northwestern Ontario. He graduated in medicine from Queen’s Uni- 
versity, Kingston, Ontario, Canada, in 1898 and came to Alma City, Minnesota, 
the same year. He heard of the need of a doctor at Alma City (five or six miles 
south of Janesville) through the Drs, Hector and Fred McDonald, also graduates 
of Queen’s University. In 1904 he moved from Alma City to Janesville. At one 
or more times he was president of the Waseca County Medical Society and for a 
long time he was president of the Janesville Public Library Board. He was also 
active in Red Cross and other community work. He was a member of the Masonic 
Order, Royal Neighbors and Modern Woodmen. He was very active in the prac- 
tice of medicine and extremely loyal to every cause he espoused. On September 
11, 1901, he married Miss Lola Longmore of Ontaria, Canada. They had two 
sons. The elder, Bruce, became a druggist and died February 5, 1941, in Mil- 
waukee, Wisconsin. The younger boy, Malcolm, became a dentist and after a few 
years of work for the government in CCC Camps and one or two years in 
private practice he joined the regular army Dental Corps. Early in World War Two 
he was assigned to service with Major Seagrave (Burma Surgeon) in Burma. 
There he did much medical and surgical work, as well as dental, and participated 
in the famous retreat of Major Seagrave and his outfit from Burma into India. 
He is now a Colonel in the regular army Dental Corps. Dr. O’Hara died of 
coronary thrombosis on July 6, 1931, at Janesville and is buried in the Janesville 
cemetery. Mrs. O’Hara is still living (1952) in Janesville. 


Dr. Palmer. The New Richland Star, 50th Anniversary Edition in 1927, relates 
a story headed “Shot Down the First Doctor’s Sign Here.” It relates the story of 
four country boys who were hunting prairie chickens and came to see the first 
train arrive at the new Village of Richland, late in 1877. The only house in town 
sat on the site where the school now stands. The first physician, a Dr. Palmer, 
boarded there and had his sign out in the yard. The boys took turns shooting it 
full of holes while waiting for the train to arrive. Apparently Dr. Palmer did not 
stay very long as no further mention of him has been found. 


Dr. R. Parkins. When Dr. Berrington left Wilton about April 1, 1874, 
Dr. Parkins succeeded him, but his card only appeared for two months, until 
June 1, 1874. It is thought that he moved to Minnesota Lake. By that time Wilton 
was fast becoming a “ghost” town. 


F. C. Peck was the first or second doctor to come to Waseca, in the fall 
of 1867 when the village started. Apparently he did not stay very long and Dr. 
H. J. Young, who remained until 1898, is usually known as the first doctor to 
settle in Waseca. The first edition of a paper, the Waseca News (weekly) appeared 
on October 10, 1867. In the fourth issue, on November 1, 1867, Dr. Peck’s pro- 
fessional card appears for the first time. 


DR. F. C. PECK 
Office over Smith’s Store 


Second Street, Waseca, Minn. 








HISTORY OF MEDICINE IN MINNESOTA 






Dr. Young’s card first appeared two weeks later in the November 15, 1867, issue: 


H. J. YOUNG, M.D. 
Physician & Surgeon 





































Inquire at the Drug Store or at the 
Trowbridge Hotel, Waseca, Minn. 
Dr. Peck’s professional card appeared for the last time in the April 10, 1868, 
issue of the Waseca News. Then the May 8, 1868, issue of the same paper has 
the following news item: 


“Married, April 20, 1868, by Rev. W. Jones, Dr. F. C. Peck of Waseca, Minn., to Miss 
Belle Robinson of Mill Valley, Erie County, Penn. A friend of the Doc’s wishes them 
‘pecks’ of happiness and ‘cribs’ full of babies. To all of which we say ‘so mote it be’.” 


No further mention is made of Dr. Peck. He may have returned to Pennsylvania 
to practice. . 


L. D. Pierce is known to have practiced in New Richland in the early 
1880’s. In 1886, 1890, and 1893 he is listed as practicing in Balaton, Lyon County. 
In 1896 he is not listed and nothing more has been learned about him. 


Franklin T. Poehler graduated from the College of Medicine and Surgery, 
University of Minnesota, in 1896. He filed his certificate with the Clerk of Court 
in Waseca, June 17, 1896. Apparently he was in Waseca only a few months. In 
1898 he is listed as practicing in Morristown, Rice County, and in 1900 he was 
in Minneapolis at 410 Syndicate Arcade. 


William Davidson Rea is listed in old records as having graduated from 
the Hospital College of Medicine, Louisville, Kentucky, in 1888, and from the 
Minneapolis College of Physicians and Surgeons, Minneapolis, in 1898. Why the 
two graduations, we do not know, but in 1890 he was practicing in Indianapolis, 
Indiana, in 1893 in Louisville, Kentucky, in 1896 in Keokuk, Iowa, and again in 
1898 in Louisville, Kentucky. His certificate to practice in Minnesota is dated 
June 16, 1898, and he filed it in Waseca County on July 8, 1899. We do not know 
in what town he practiced, if at all, and apparently not very long, because by 
1900 he is known to have been practicing in Minneapolis at 329 Boston Block, at 
the corner of Hennepin and Third Street. 


Charles I. Remington was born in Buffalo, New York, May 7, 1853, the 
son of C. W. and Mary Jane (Wright) Remington. After receiving a classical 
education in his youth, he commenced the study of medicine with Dr. E. J. Davis 
of Mankato in 1876. He then graduated at the Keokuk College of Physicians in 
1879. In that year he started practice in Alma City. On February 14, 1882, he 
married Miss Lucy Clark who was born in Winona County in 1860. On December 
18, 1882, a son, Everett C., was born. Dr. Remington’s certificate to practice was 
issued January 16, 1884. In 1886, 1890 and 1893 lists he is still recorded as 
practicing in Alma City. Some time later he is said to have been in Marshall, 
Minnesota. 





J. A. Reynolds graduated from the College of Physicians and Surgeons at 
Keokuk, Iowa, in 1884. His Minnesota license (835R) was issued March 11, 
1884, and he located at Cleveland, in Le Sueur County. Later he is said to have 
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_ 1901, he was in New Richland, Waseca County. He is said to have been from 
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practiced in Elysian (Le Sueur County). By the late 1890’s and possibly as late as 


Virginia and it is thought that he returned there after leaving New Richland. 


Nathaniel Reuben Sackett, who was born on Dec. 8, 1825, in New York 
State and lived to be ninety-five years old, has been written up at greater length 
in the notes of the medical history of Olmsted County in MINNEsoTA MEDICINE 
for June, 1951. He belonged to the regular school of medicine, receiving his educa- 
tion in New York State and beginning his practice in Syracuse. There he was 
married on August 11, 1854, to Julia A. Palmer. They came to Olmsted County, 
Minnesota, in May of 1855 and settled at Quincy Mills. From 1865 to 1868 he 
was in St. Charles, later for a shorter time in Chatfield. Then he was in Windom 
for some years. He came to Janesville probably about 1875 and was there until 
1909 or 1910. He helped organize the Masonic Lodge in Janesville and he and his 
wife were members of the Methodist Church. They spent the last years of their 
lives at Lanesboro where Mrs. Sackett died on November 21, 1914, and Dr. 
Sackett on December 20, 1920. 


Delos Dewitt Smith was born August 9, 1860, at Beaver Dam, Wiscon- 
sin, and came as a young boy to Minnesota. He attended Shattuck Military 
Academy at Faribault.: He started his business career as a druggist in 1883 in 
Alma City. He was married to Miss Emma Shephard of that vicinity in 1885. In 
1890 he graduated from the Missouri Medical College of St. Louis, and for the 
next ten years was a practicing physician at New Richland, Minnesota. He then 
attended Jefferson Medical College of Philadelphia for postgraduate work in eye, 
ear, nose and throat. Upon his graduation he returned to Mankato where he 
practiced for ten years, from 1900 to 1910. In 1910 he retired and left Mankato 
for San Diego, where he resided up to the time of his death on December 24, 1936. 


Willis Leroy Sterns graduated from Rush Medical College, Chicago, in 
1894. While he apparently did not file his certificate with the Clerk of Court, he 
did promptly file for the office of coroner on the Republican ticket, and was elected 
coroner in the fall of 1894. He is still listed as being in Waseca in 1896 but he did 
not again run for coroner. From 1898 to at least 1902, and probably longer, he 
is known to have been in practice at Mason City, Iowa. 


Frederick Adelbert Swartwood was born at Cannon City, Rice County, 
Minnesota, December 8, 1860. He attended public schools, a four-year elective 
course at Carleton College and graduated in medicine at Ann Arbor in 1886. He 
married Ida M. Poe, November 20, 1886, and came to Waseca that fall where he 
practiced until his death forty-four years later. They had two children, Madeline, 
now Mrs. Mark Moore of Denver, and Harold, now of Chicago. He was the first 
president of the Waseca Savings and Loan Association, president of the Waseca 
Telephone Company, stockholder in the Armstrong Wholesale Company, mayor 
of Waseca for several terms, was a member of the Waseca School Board, president 
of the Waseca Commercial Club, postmaster under McKinley, Roosevelt and Taft, 
and surgeon for the Chicago Northwestern Railroad for many years. He was 
active in party politics, was temperate in his habits and capable of performing an 
immense amount of labor. He had a large clientele during his forty-four years of 
practice in Waseca. He was very instrumental in the starting of the Waseca 
Memorial Hospital in 1921. He died November 11, 1930, of heart trouble which 
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had made it impossible for him to work for several months. Probably no doctor 

that ever practiced in Waseca had such a large and faithful following for so long 

a time as Doctor Swartwood. 

Swartwood Family Lineage 

1. Alexander Swartwood (Great Grandfather) came from Holland with two brothers. 
Settled in New Amsterdam, now New York. They prospered in the new Colony. When 
the Revolutionary War broke out the two brothers returned to Holland. Alexander elected 
to remain in America. He enlisted and fought in the Revolutionary War on the side of 
the American Colonies. 

2. Henry Swartwood—son of Alexander (Grandfather) established his home in Pennsyl- 
vania, near Philadelphia. His vocation was agriculture. 

3. Henry A. Swartwood—son of Henry (Father) came to Minnesota to pioneer in Terri- 
torial Days. He was born in 1836. Married Harriet Francis Shepard, born in 1837, was 
graduated from Mount Holyoke College, Mount Holyoke, Massachusetts. They were 
married in 1859 and established their home in Rice County, near Faribault, Minnesota, 
owning this farm during their lifetime. 

4. Frederick Adelbert Swartwood—eldest son of Henry A., born December 8, 1860 on 

parents farm near Faribault. He attended rural school in Rice County, and Faribault high 
school. He graduated from Carleton College, Northfield, Minnesota, University of Michi- 
gan, Ann Arbor, School of Medicine 1886. 
Ida Mae Poe (wife), born January 12, 1861, at family home in Cherry Valley near Can- 
non Falls, Minnesota, was the daughter of William Estep Poe and Julia Shirpey Poe. 
The Poes came to Minnesota from Virginia, and Kentucky in Territorial Days. Ida Poe 
was educated in rural school in Goodhue County, Cannon Falls High School, Carleton 
College, Northfield, Minnesota, and Hamline University School of Music, Saint Paul, 
Minnesota. She was married to Dr. F. A. Swartwood November 20, 1886, and came 
directly to Waseca, where Dr. Swartwood was, for a short time, in partnership with Dr. 
Hunt. Establishing his own office in 1887 he practiced in Waseca until shortly before his 
death. He died on November 11, 1930. Mrs. Swartwood lived in the family home in 
Waseca until November 1943. She passed away in Saint Paul, Minnesota, on December 
12, 1944. 


Martin J. Taylor was born at Caledonia, Minnesota, on February 28, 1855. 
He graduated from the medical school at the University of Michigan in 1881. 
He came to Janesville, Minnesota, within a year or two and took over the practice 
of Dr. R. O. Craig, the pioneer physician of Janesville, who by that time had 
extensive business and political interests. In October, 1886, Dr. Taylor married 
Miss Stella I. Carpenter. They had one child, a daughter, Marvel, now Mrs. James 
E. Belden of Encino, California. During all the nearly thirty years of his life in 
Janesville he carried on a very extensive practice but always had time to give to 
every movement for the good of the community. At various times he served as 
mayor of Janesville, county coroner and president of the Waseca County Medical 
Society. What manner of man he was is well stated in the following tribute by 
a friend at the time of his death: 


“He was loved by young and old in the large territory he served. Night and day he was on 
call and never refused to go because of bad weather or the certainty that he would receive no 
pay for his services. He was very public spirited. It was he who started the library, the water 
system and the fire company, and who solicited the funds to paint the churches irrespective of 
denomination. He was a warm-hearted generous man, and no person in Janesville was more 
generally missed or more sincerely mourned at his passing than Dr. Martin J. Taylor.” 


His daughter, writing of her childhood days in Janesville, has said: 


“No matter how cold or how deep the snow or how dark the night, he would always start out 
with a very lively team with a bottle of home made wine and a sack of flour in the back of 
the cutter, for the people who needed them. No set of books was ever kept and he never 
dunned a man, let alone a widow. Many times he operated on a woman in childbirth on the 
kitchen table with husband holding the lamp only to have-to lay the husband out on the floor 
in a complete faint, no one else to administer ‘chloroform’ except himself.” 
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Dr. Taylor died in Janesville on July 3, 1910. He was buried with full Masonic 
honors in the Janesville Cemetery. Mrs. Taylor died in Los Angeles on April 
3, 1936. 


Dr. Henry J. Young is reputed to be the first physician to locate in the then 
Village of Waseca when it started in the fall of 1867, although Dr. F. C. Peck 
came about the same time. Dr. Young was born in Vermont, June 9, 1831. He 
studied medicine with Dr. E. A. Knight of Springfield, Vermont. After practicing 
for two years in Vermont and New Hampshire, he came west to Sheboygan, 
Wisconsin, where he practiced until 1862. He was then commissioned Assistant 
Surgeon in the First Wisconsin Cavalry and went to the front with that Regiment. 
In the fall of 1864 he was appointed surgeon to the 47th Wisconsin Infantry where 
he served until the Regiment was mustered out at the close of the Civil War. He 
was then placed in charge of the General Hospital at Tullahome, Tennessee, where 
he served until the hospital was closed. He then returned to practice in Sheboygan 
until the fall of 1867 when he came to Waseca. In January, 1855, he was married 
to Miss Lucy Preston of Sheboygan. They had two sons, Carl H. and John C. 
Young, neither of whom are now living. Childs History of Waseca County, pub- 
lished in 1904, says of him: 


“As a physician and medical adviser he had few superiors. He was kind and considerate 
of the poor, always ready and willing to aid the distressed, even though there was no hope 
of reward for his services.” 


In 1898, after thirty years or more in Waseca, he moved to Alabama where he 
remained about one year, then to Lebanon, Oregon, where he died at the age of 
sixty-nine years on April 23, 1900. 

That the doctors did not always get along well with each other in the early days 
is evidenced by the following affidavits and statements that appeared in the 
August 9, 1871, issue of the Waseca News. Dr. Jacob Brubaker and Dr. Young 
apparently were bitter enemies and Dr. Brubaker seems to have accused Dr, Young 
of trying to steal his patients. Dr. Robert Addison, formerly an eminent English 
surgeon, was visiting in the neighborhood for a few weeks and seems to have 
seen some cases in consultation with the local doctors. He, too, jumped into the 
fight with both feet, on the side of Dr. Brubaker, as evidenced by Dr. Addison’s 
signed statement which is not mild, coming from an Englishman who was merely 
visiting in the community. 

The following week, August 16, 1871, the Waseca News contained Dr. Young’s 
“Reply to the Public”—his rebuttal to Dr. Brubaker’s inspired statements. If Dr. 
Brubaker had any skin left on his body after that, it must have been severely 
blistered. 


From the Waseca News for August 9, 1871, page 3, column 5. 


To The Public 
The following statements will explain themselves to the reader. 
STATEMENT OF JOHN FREDERICKS. 


Sunday last Dr. Young, of Waseca, called at my house, and asked about my wife who had 
had her arm broken. I told him that since Drs. Brubaker and Addison had set her arm she 
had done well. He then wanted to see her. I agreed to let him go in her room if he would 
not put his hands on her. He then went in and looked at her, and said to my wife that her 
arm was all wrong and out of place. He then said Dr. Gove had directed him to see about the 
case, and tried to pursuade me to have him and Dr. Gove set the arm over. I told him no; 
that I did not want too many doctors, and that I was satisfied with the way my wife was 
getting along. Dr. Young then said that Dr. Brubaker was a poor hand to manage such a 
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case, that about eight weeks ago he set the elbow of a Norwegian, Ole Hansen; that it was 
poor work and not set at all, that a few days ago it took him (Dr. Young) and three other 
doctors all day to get it in place; and that any doctor who would manage a case as Dr. 
Brubaker did the Norwegian’s elbow, was not a safe person to manage my wife’s case or 
that of any one who was hurt. 
JoHN FREDERICKS. 

County of Waseca, ss: ; 

John Frederick being duly sworn says that the foregoing statement is. his, signed by him, 
and that the same is true. 

Subscribed and sworn to before me this 4th day of August, A.D. 1871. 

H. P. Norton 
Notary Public. 

(Seal) 


STATEMENT OF PETER OLESON GJERDE. 

Ole Hansen stopped at my house when he hurt his elbow. My brother Charles went for 
Dr. Young, and I was present when he attended to him. 

Peter OLESON GJERDE. 
Peter Oleson Gjerde being duly sworn says that the above statement signed by him is true. 
Dated, subscribed and sworn to before me this 5th day of August, A.D. 1871. 
E. CRONKHITE, 
County Auditor 

(Seal) 

STATEMENT OF Doctor ADDISON 

Waseca, August 5th, 1871 


i hereby certify that about a fortnight ago I was invited by Dr. Young to meet him in 
consultation, with Drs. Gove and McIntosh, on the case of Ole Hansen with a dislocated 
elbow. He then informed me that about five weeks before the man had applied to him and 
that he had reduced the dislocation, and that some little time after he had left the county and 
had got to St. Peter and finding the limb out of joint he there obtained the help of some 
surgeons who did not succeed in reducing it. He then returned to Waseca where the operation 
was completed by the above named surgeons. 

I further certify that I was present with Dr. Brubaker when he attended to the broken arm 
of Mrs. Frederick, and that his management of the case, was, in my opinion, strictly correct 
and judicious and fully merited the commendations and confidence of the patient and her 
husband. 

I lament exceedingly to be compelled to animadvert upon the conduct of Dr. Young in these 
two cases, but must declare that in the whole course of my forty-five years practice, I never 
met with or heard of more despicable proceedings to obtain a patient, and could not have 
conceived it possible that a member of his noble profession could have descended to such 
falsehood and meanness. 

Rosert Appison, M.D. 


Member of the Royal College of Surgeons, Licentiate of Apothecaries Hall, London and 
Edinburgh and Fellow of the Rhode Island State Medical Society. 


I deem no apology necessary for making a statement of my relations to the above cases. 
One week previous to last Wednesday evening I was called to visit Mrs. John Fredericks, whom 
I found with a partially dislocated shoulder and a fracture of the arm bone near the shoulder 
joint. I requested assistance and was directed to bring Dr. Addison, who accompanied me the 
next morning. On last Tuesday morning I received an urgent message to visit the same pa- 
tient. On my arrival the Rev. Father Baumen was ministering to her spiritual wants, and on 
entering the room I found her very much frightened, her first remark being “Doctor, I know 
I must die.” She then stated that she had rested well Thursday, Friday and Saturday, but on 
Sunday became distressed, which condition was followed by fever, a hard chill and loss of 
sleep. After examining her case I assured her that everything was favorable, administered 
an anodyne, and she became reconciled; since which time her case has progressed favorably, 
considering her serious injury and the extreme heat of the last few days. 

I will also state that Dr. Young in going to Mr. Frederick’s without being sent for did an 
act that would disgrace any member of the medical profession; and in intruding himself at 
Mrs. Frederick’s bedside and endangering her safety by false alarms, he resorted to little less 
than criminal means, with a view to secure her as his patient, and in telling Mr. Fredericks 
that I reduced the dislocated elbow of Ole Hansen, that it was “poor work and not set at 
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all,” using it as an argument with which to steal a patient, he practiced a scoundrel’s audacity. 
The foregoing statements show who did that “poor work”—that it was Young; and for saying 
that I did it I brand him the author of an unmitigated falsehood. 


Rag TR, Tae J. C. Brupaxer, M.D. 


From the Waseca News for August 16, 1871. Page 3, column 5. 


Reply “To The Public” 


Sunday, July 30th, I called at John Frederick’s, met him at the door, asked for a drink of 
water, got it, walked into the room where his wife lay, remarking at the same time, “your wife 
has her arm broken.” He replied “yes, it is fixed now. Dr. Brubaker was here Wednesday 
night, could not fix it, told me to keep cold water on it, he would bring another doctor in the 
morning. Dr. Addison came in the morning, took hold of it and set it easy.” Mr. Fredericks 
said “wasn’t it too bad my wife lay all night without her arm being set?” He said further, 
“my wife suffered much pain last night, very much pain—she feel very bad sick.” 

He asked me to look at it. He raised her up in bed, and I did look at it. I told him it was 
not quite in place, that the dressings were not good, and that they were heavy, pulling down 
on her shoulder. I told him it needed attending to—to get Dr. Addison to come and see it 
again, and get him to see that it was in place and that those dressings were removed and 
proper appropriate dressings were applied. If he could not get Dr. Addison, to get Dr. Gove. 
I offered to let Dr. A. have some splints and good dressings for the case; for he being here 
only temporarily, had no surgical applicances with him. I told him I would not let Brubaker 
have them for he would not know how to apply them. 

I told him I had had a conversation with Dr. Gove in the morning about calling—he felt 
anxious to know if the arm was all right. I told Dr. Gove I would call and see. If there had 
been no Doctor there but Brubaker, it would be very sure to be wrong. I also told Fredericks 
that Brubaker was not, in my opinion, competent to manage any case where it required sur- 
gical skill—no more so, I said, than any man outside the medical profession with ordinary 
judgment; and I brought up several cases as examples of his poor work, and these were the 
cases I mentioned: Jerome Madden, Mr. Kinney’s boy, Mr. Dunn, Mr. Fanning’s boy, Mr. 
James. I also said we had a case no longer ago than last Tuesday, where the arm had been 
out six weeks, and we had a severe time breaking it over and getting the arm in good shape. 
This man’s name, I told him was Ole Hanson. I advised him to have his wife’s arm attended 
to at once. I told him that Dr. Addison was an old English surgeon, of great ability and 
skill; that I was sure of—and if he could not get him there within eight days from the time 
the arm was first set and take the responsibility of seeing that it was all right, to be sure 
and get Dr. Gove and not neglect it. He said if he could get Dr. Gove he was a good man 
as he wanted, that he wanted him in the first place. I will say here that Mrs. F.’s pulse was 
running about 120 when I called and she seemed very feverish, breathed very rapidly; the 
dressing was heavy, badly out of place and irritating. If I can get Mrs. Fredericks to consent, 
I will have a photograph of the dressing in the same position I then saw it. 

In going to the bed side of Mrs. F. I did not commit any crime, but in leaving her in that 
suffering condition, her arm burdened with those rough, heavy splints pulling down on her 
weak, inflamed shoulder, partially out of joint then, and the muscles trembling and quivering 
like any limb out of joint, I did neglect a humane duty which I shall not be guilty of again 
soon. 

Mr. Fredericks and his wife were both willing to receive relief from any source. With regard 
to my intruding myself in this case in order to obtain a patient, I will say that while I am 
making the practice of medicine and surgery my business I shall endeavor at all times and 
under all circumstances to relieve human suffering in all its forms to the extent of my ability 
—it matters not to me whether it be Dr. Brubaker’s patient or whose patient it is. It matters 
not to me what name Dr. Brubaker calls these acts, but I have already repaired several of 
these poor jobs, free of charge, and I would not pass by a dog or a horse with a broken 
limb, without trying to relieve him. 

And now, Jake, let us turn the allusion to crime. Did you commit a crime when you went 
into that speculum operation, in Wilton, for which you barely escaped what every one would 
say you justly deserved—the penitentiary? You either committed a great crime or else dis- 
played more than your usual amount of ignorance. It was the opinion of physicians at Fari- 
bault, Northfield, Austin, at the Asylum and also at this office, where she was finally relieved, 
that you drugged Mrs. Eckert into that deplorable condition of mind that she was in for one 
and a half or two years. 

You were cutting around here with an old gum lance, sawing little innocent babes’ gums, 
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from two months old upwards, until people did get disgusted with it. That was not all you 
did*to those little innocents. While the gums were open and bleeding, you administered calomel 
to them sometimes in large and sometimes in small doses, under the head of some simple 
remedy. 

This may seem incredible to many unsuspecting mothers. I will prove it to any one beyond 
the least shadow of a doubt—to some of you in the visible effects of the drug now—to others 
in a black and white record. The effects of calomel when taken ‘into the stomach are to 
salivate, produce mercurial rheumatism, ulcers in the mouth, etc. When taken directly into 
the circulation through the open gums the effects are a hundred fold more disastrous, pro- 
ducing stiffness of the muscles of the neck and all its deplorable effects in a more aggravated 
form. Jake, I have known of your administering calomel to children who were but little 
sick, until you got up an aggravated form of mercurial disease and then you would begin to 
swab their throats and pitch into the new feature of the disease, remarking, with that 
Ethiopian Ivory expression of the eye “We Doctors can not always tell what pathological 
changes may take place.” Why didn’t you acknowledge the “corn” to Mr. Collins near Wilton, 
when you found you had got a disease easily cured with sulphur instead of small-pox, which 
you alleged it to be; or did you think you were fully chastised in getting that severe cold 
changing your apparel in that cold barn, when you got back to town? How much money 
did you say you made vaccinating that time? 

Were you joking when you got a surgeon to come with great dispatch to meet you and 
operate for inguinal hernia on Mrs. Henry Shultz? When the surgeon came he informed you 
and the friends that there was no need of an operation—nothing there except what nature put 
there—a little paragoric and ginger tea will probably right the case and save further pain and 
expense. 

Tell where that fellow is that was bumming around here with you two years ago who was 
introduced to your patients and mine, as State Medical examiner. Said he had examined all 
the Drs. here, found none competent but Brubaker. Pelsey. I suppose, though, he meant com- 
petent to drink as much whiskey as he could. Who created that office, who abolished it? 

Jake, try and say some pleasant thing in your next communication. Tell how you enjoyed 
yourself at the picnic, south of Wilton that hot Sunday. 

Tell us how that turn of the wrist is made—or, perchance, how you took a young lady to 
a ball and then she chose to stay with her friends, rather than trouble you to carry her home. 


Say something funny; don’t be engrossed all the time with calomel, turpentine and creosote. 


H. J. Youne, M.D. 
(To be continued) 


But nothing further on the subject ever appeared in the paper. Maybe the 
doctors settled their differences in a smoke-filled room or possibly the editors 
decided that it was “time for a change.” 
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President’s Letter 


A PLATFORM PLANK 


One of the strongest planks in the recently adopted Republican party platform 
is that on health insurance. The wording is firm and the meaning is clearly based 
on time-honored tenets. It states: 


“We recognize that the health of our people as well as their proper medical care 
cannot be maintained if subject to federal bureaucratic dictation. There should be 
a just division of responsibility between government, the physician, the voluntary 
hospital, and voluntary health insurance. We are opposed to federal compulsory 
health insurance with its crushing cost, wasteful inefficiency, bureaucratic dead 
weight, and debased standards of medical care. We shall support those health 
activities by government which stimulate the development of adequate hospital 
services without federal interference in local administration. We favor support of 
scientific research. We pledge our continuous encouragement of improved methods 
of assuring health protection.” 


There are individuals who believe that a part: platform is a mere formality— 
that it is a general statement not intended to be lived up to, but meant only to 
win friends and influence voters. However, there is a certain measure of assur- 
ance in a formal statement of views of a large party. A pledge has been made, 
and high-principled men will strive to keep it. 


The medical profession can accept this statement on health insurance as a strong 
plank in the platform. As the ebb and flow of political tides progress in the next 
few months, its plank can be used by the profession to judge intelligently the 
principles of party standard-bearers. 


Those who wish to keep American medical care from the greedy grasp of gov- 
ernment, can hope that the plank proves not only to be temporarily strong, but that 
it will endure as a concept that embodies some of the finest of American principles. 


<P iirned, 


President, Minnesota State Medical Association 
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ACCIDENT AND HEALTH INSURANCE 


) oe year the Health Insurance Council 
makes an annual survey* of the accident and 
health insurance coverage in the United States. 
This council consists of nine associations in the 
insurance business, which in turn are made up of 
companies writing health coverages. The report is 
intended to provide information for medical 
groups and hospital administrations about health 
and accident insurance and this particular report 
provides figures of interest to physicians. 

Up to the late 1930’s most health and accident 
insurance was of the weekly indemnity type. Hos- 
pital insurance got its impetus about twenty years 
ago from the organization of the Blue Cross, and 
the growth of hospital insurance the past ten 
years has been phenomenal. Voluntary hospital 
insurance last year covered 86 million persons. 
It is perhaps not generally appreciated that in- 
surance companies, by means of group and in- 
dividual policies, provide for 44 million or over 
half of this total, whereas Blue Cross and plans 
sponsored by medical societies cover about 41 
million. 

Insurance against surgical care got a later start 
than hospital insurance. Nevertheless the growth 
of this type of insurance has been just as phe- 
nomenal, until today about 65 million individuals 
are protected against the need for surgical care. 
Group and individual policies carried by insurance 
companies total 43 million whereas Blue Shield 
protects about 24 million against this hazard. 

Insurance against medical expenses has been 
more difficult to institute. Many insurance com- 
panies and organizations sponsored by individual 
societies have lost heavily by carrying this type 
of insurance. Restricted policies, however, are 
available, and about 12 million individuals are now 
protected by private companies and 14 million by 
Blue Shield. The total of 27,723,000 now covered 
represents a 28 per cent increase over the 21, 
589,000 covered at the end of the year 1950. 


*Accident and Health Coverage in the United States 
as of December, 1951. The Health Insurance Council, 
488 Madison Avenue, New York 22, New York. 
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These figures all refer to voluntary hospital, 
surgical and medical care insurance. In addition, 
39,702,000 of the 61,000,000 employed civilians 
are protected by voluntary insurance against loss 
of income due to disability. This protection is 
largely for off-the-job protection and _three- 
fourths of it is written by insurance companies. 
Workman’s Compensation cares for most of the 
on-the-job income loss. 

To illustrate the ‘growth of voluntary health 
and accident insurance, some 9 million additional 
individuals were added in 1951 to the list of those 
protected by hospital insurance; about 9 million 
to those carrying surgical risk insurance; and 6 
million to those carrying medical care insurance. 

From these figures are omitted those covered 
by Workmen’s Compensation laws ; total and per- 
manent disability benefits included in many life 
insurance policies ; 4,800,000 commercial accident 
policies providing disability indemnity for in- 
juries ; 9,500,000 group accidental death and dis- 
memberment insurance policies; commercial ac- 
cident policies covering travel hazards number- 
ing 8,000,000; complete medical care for the 
armed forces and persons in public institutions, 
and medical care and pensions for war veterans. 

It would seem that the American people are 
health-insurance-minded, have realized the ad- 
visability and almost necessity of carrying in- 
surance against the cost of sickness and accidents, 
and prefer to carry their own insurance instead 
of adopting compulsory government insurance. 
It will be most interesting to observe the growth 
of this type of insurance in the future years and 
just what percentage of the population ultimately 
will be covered. 


POLITICO-MEDICAL PROBLEMS 


HE speech* of the retiring president of the 

AMA, Dr. J. W. Cline, at the annual meeting 
held in Chicago in June gives a bird’s eye view of 
what has transpired of national import medically, 
the past year. All members of the Association 
would do well to read it. 


*J.A.M.A. 149:853 (June 28) 1952. 
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EDITORIAL 


The trend during the past year has been to- 
wards better medical care and an increase in the 
ratio of physicians to population. Interest in gen- 
eral practice and also in rural practice has been 
fostered, not only by the profession and the medi- 
cal schools, but by the efforts of those in com- 
munities in need of physicians. This has resulted 
in more physicians locating in rural districts. 
These efforts should be increased. 

He mentions the further growth of private in- 
surance against hospital and medical care and em- 
phasizes that more must be done to provide pro- 
tection for the rural population. We might also 
add for insurance against chronic illness. He 
pleads for wholehearted support of such insurance 
by the profession, for such protection stands as 
a barrier against political medicine. The public 
and the hospitals, too, must co-operate. 

Hospital costs have continued to increase, in 
keeping with the general inflationary spiral. This 
is to be expected, as sixty-five per cent of hospital 
costs is attributable to salaries and wages, and 
food costs are up. 

Outstanding in the past five years has been 
the change in the position of the physician in the 
community. Instead of being an ideal whipping 
boy for any political demagogue, the profession 
has grown in strength, so as to be an unwise ob- 
ject of attack. The national educational campaign 
conducted so successfully by Clem Whittier and 
Leone Baxter is given credit for much of this 
change. 

The attitude of the AMA in opposition to Fed- 
eral Aid to medical education is emphasized. Fed- 
eral Aid means Federal dictation and we want 
none of it. The American Medical Education 
Foundation supported by the profession and the 
National Fund for Medical Education backed by 
those who oppose Federal dictation in medical 
training will, it is hoped, solve the problem for 
the privately endowed medical schools, whereas 
the states should be able to support their own state 
universities and medical schools. 

President Cline deals with the appointment of 
the Commission on Health Needs of the Nation 
by President Truman. There is good reason to 
believe that this commission was appointed with 
a time limit of a year, in order to keep the subject 
of health out of the political platforms. This it 
did not accomplish, for the Republican platform 
came out strongly in opposition to Federal Com- 
pulsory Health Insurance “with its crushing cost, 
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wasteful inefficiency, bureaucratic dead weight 
and debased standards of medical care.” It also 
declared that education is a local and state re- 
sponsibility and not a Federal one. The Demo- 
cratic platform, however, came out for private 
and public support of medical research, Federal 
aid for medical education, continued Federal aid 
for hospital construction, increased Federal aid 
for public health, especially in rural areas, and a 
commendation of President Truman for establish- 
ing a non-partisan commission to study and report 
on the health needs of the nation. 

President Cline’s address clearly defines the 
political issues affecting medicine today. The in- 
augural address of the new president, Dr. Louis 
H. Bauer, which was broadcast to the nation, in- 
dicated that the physicians of the country will con- 
tinue the fight not only for the freedom of 
medical practice, but for the freedom of their fel- 
low citizens against the inroads of socialism. They 
will also continue to concern themselves with poli- 
tics, which is the duty of all Americans—doctors 
included. 


PHYSICIANS, PHARMACISTS 
AND PRESCRIPTIONS 


U NDER the Medical Economics department of 
this issue of the journal appears in some de- 
tail the requirements of the new prescription law, 
known as the Durham-Humphrey Act, which be- 
came effective April 26, 1952—six months from 
its passage by Congress. 

According to the new law, drug manufacturers 
are required to label a drug as dangerous, which 
“because of its toxicity or other potentiality for 
harmful effect or the method of its use, or the col- 
lateral measures necessary to its use, is not safe 
for use except under the supervision of a practi- 
tioner licensed by law to administer such drug” 
with the label “Caution—Federal Law prohibits 
dispensing without prescription.” The pharmacist 
is required to have a prescription, written or 
given over the telephone for the dispensing of a 
drug so labelled. Such a prescription cannot be 
refilled without a prescription, written or given 
over the telephone, by the physician. This is 
necessary and reasonable to prevent the patient 
from directing his own medication, possibly to his 
detriment. It means more work for the pharma- 
cist in locating the prescribing physician. This 
only too often cannot be done promptly, and the 
patient waiting for the refill is likely to become ir- 
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ritated and demand that he receive his medicine 
and that the pharmacist obtain the physician’s 
authorization if and when he can locate him. We 
mention the pharmacist’s role in the matter of re- 
filling prescriptions in order to promote under- 
standing on the part of the prescribing physician 
who has only the inconvenience of answering a 
telephone call. These calls can, by the way, be 
minimized by writing on the original prescription : 
N.R. (non repetitive), or “may be refilled two 
(or three) times.” 

When it comes to the prescribing of narcotics, 
a prescription must be provided the pharmacist 
before the prescription is released to the patient. 
No telephone authorization for originals or refills 
is permitted, except that in case of an emergency 
a physician may telephone the prescription to the 
pharmacist, who may prepare it and deliver it 
upon receipt of the written prescription. 

The insistence on the written prescription be- 
fore delivery of narcotics may seem overcautious 
to the average physician, who as a rule has little 
to do with narcotic addicts. His point of view is 
doubtless quite different from that of the govern- 
ment narcotic agent and possibly from that of the 
pharmacist. The ruses perpetrated by addicts are 
notoriously clever. 

In any event, the druggist is no more respon- 
sible for narcotic regulations than are the phy- 
sicians. The new law is clear, and it is incum- 
bent on physicians to co-operate to the fullest 
with the pharmacists in carrying out the regula- 
tions adopted in the interest of the public. 


THE FATEFUL TWENTY-THIRD 


We, the profession, caught as we are in a cleft stick, 
will watch the electioneering of the three main political 
parties and the results of their labours with mixed feel- 
ings. As citizens we are, for the most part, in that 
category known as the “middle-class vote” and as such 
are generally suspect. Each party will try to woo us on 
that score, with mild words but a shrewd heart. Should 
we think at all—which is most improbable, come the 
time of year—then we must balance all we hear against 
our traditional upbringing, and vote whichever way our 
thinking mind suggests. But as members of a once- 
noble and respected profession we are up against it: 
for all parties are pledged to maintain the social services ; 
and that means, in greater or lesser degree, each of us. 
So on this we must all think as carefully as upon the 
civic score. Admittedly, the total voting proportion of 
the profession in relation to the whole community is 
small—approximately 0.2 per cent—but by virtue of our 
peculiar privilege we are able to sway, and in a subtle 
way, a greater proportion of other citizens than is the 
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case of many individuals. Yet the question of the 
merit of a national health service is immediately 
divisable, from the professional point of view, into two 
most important sub-headings. First—the rather more 
altruistic in character—has the individual patient bene- 
fited from the recent extension of cover? and, second, 
has its introduction helped us as doctors to be better 
doctors ? 


If we search our hearts, what are we to answer to 
these two interdependent questions? Under the old 
scheme the middle classes were the ones who found ill- 
ness such a financial burden, but they were proud of 
their achievements; the richer and the poorer could so 
easily get the best, either by paying handsomely or 
through voluntary service, financial and professional. 
And it was. in such a system that the doctor held a 
position of trust and respect that was more precious 
than any financial reward. And now? The poor middle 
class is still the middleman. The rich can continue as 
they were wont; the poor are no longer so poor and 
can now get their demands fulfilled under threat of 
penalty to the doctor. The middleman cannot afford 
financially to pay twice over, nor can he afford in many 
cases the necessary time off to queue in surgery or hos- 
pital to receive the benefit of the National Health Serv- 
ice. But when we search our professional conscience, 
another question may rise from its dullness: are we 
giving better service to the community than before? 
And the answer?—unhappily, as yet, none has had 
courage enough to say that at heart many of us have an 
ugly feeling that the patient is worse off, for we have 
lost through bitterness or shear materialism or slander- 
ous accusation that fundamental sense of respect and 
responsibility which made our calling what it was. So, 
ere we cast our vote in this election, let us pause awhile 
and think: if we can but think, then at least that will 
be a small ray of sunshine upon our otherwise ominous- 
ly black horizon. The profession is in danger of being 
swept, by crude bureaucracy alone, into a maelstrom of 
swirling waters which can only spell absolute destruc- 
tion to all its traditional best—Editorial, Medicine IIlus- 
trated, February, 1950. 





Note: The above editorial so well expresses the 
tragic result of socialization of the medical profession 
in Britain and the hopelessness as far as any remedial 
measures are concerned that it is being reproduced. It 
confirms the opinion generally accepted that medical care 
in Britain has deteriorated and the profession has lost 
its self-esteem and the respect of the public as a result 
of its socialization. To prevent such an outcome in our 
country, the medical profession has been exerting its 
best energies and will continue to do so. 


There are certa'n diseases which notoriously increase 
the incidence of tuberculosis, diabetes mellitus and sten- 
osis of the pulmonary valve of the heart, for instance. 
Whether diabetes acts by reducing the general resistance 
or whether the added sugar in the blood favors the 
growth of tubercle bacilli is a moot question. Stenosis of 
the pulmonary valve presumably acts by reducing the 
blood supply to the lungs and reducing local resistance. 
—Georce Biumer, M.D., Conn. State Med. J., May, 1952. 
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PRESCRIPTION LAW REQUIREMENTS 
EXPLAINED 


The words, “Caution: Federal law prohibits 
dispensing without a prescription,” while directed 
to pharmacists, are now, more than ever, vitally 
important to the physician as well. 

The Durham-Humphrey Act, governing the re- 
filling of certain prescriptions, became effective 
on April 26, 1952. The importance of co-opera- 
tion between physicians and pharmacists in mak- 
ing the letter of this law entirely effective cannot 
be overemphasized. The protection of the public 
is foremost, and compliance with the law in all 
respects is essential. 

In general, the law now provides that whenever 
a drug or medicine carries the above words, the 
pharmacist must have the prescribing physician’s 
authorization before it can be refilled. The doc- 
tor may delegate this authority to an employe for 
a prescription refill, or he may state on each pre- 
scription the number of times he wishes to have 
it refilled. 


The Laws Says— 


The ietter of the law provides that such drugs 
or medicines carrying that inscription be dis- 
pensed only on: 


1. A written prescription giving the date, name 
and address of the patient, item and quantity of 
drug prescribed, directions for use, and the legal 
signature of the prescriber. 

2. A telephoned order directly to the pharma- 
cist by the physician or by an authorized em- 
ploye, giving the same information as specified 
above in (1). 

3. Refills are permitted only when authorized 
orally or in writing by the physician or by an 
authorized employe. Physicians may also author- 
ize refills by indicating on the original prescrip- 


tion the number of times the prescription may be 
refilled, 


Aucust, 1952 


A majority of prescriptions written today 
carry this legend, and include such drugs and 
medicines as antibiotics, sulfa drugs, thyroid, 
benzedrine, dexedrine, amphetamines, stilbestrols, 
estrogens, and antihistamines. 


State Laws Correspond 


Corresponding laws in Minnesota covering bar- 
biturates and narcotics outline conditions under 
which prescriptions for these drugs may be filled. 

All prescriptions for or containing barbital and 
any derivative must be written in ink or type- 
written, contain the name and address of the 
person for whose use it is intended,.must state 
the item and quantity of the drug, full directions 
for use, the date, and signature of the prescriber. 
No barbiturate prescriptions can be refilled except 
with the written or verbal consent of the pre- 
scriber. 

All prescriptions for narcotics must be in writ- 
ing only; no oral or phone prescriptions are per- 
mitted. Prescriptions cannot be refilled. Pre- 
scriptions must contain the patient’s name and 
address, item and quantity of drug prescribed, 
the prescriber’s name, address, registration num- 
ber and signature. The only exception to this is 
any codeine preparation containing not more than 
one gr. of codeine per ounce. 

The federal Bureau of Narcotics regulation on 
narcotics says: 


“The furnishing of narcotics pursuant to telephone 
advice of practitioners is prohibited, whether prescrip- 
tions covering such orders are subsequently received or 
not, except that in an emergency a druggist may de- 
liver narcotics through his employe or responsible agent 
pursuant to a telephone order, provided the employe or 
agent is supplied with a properly prepared prescription 
before delivery is made, which prescription shall be 
turned over to the druggist and filed by him as required 
by law.” 


Under the Durham-Humphrey act, the phar- 
macist is legally bound to observe all of its pro- 
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visions. This, naturally, will entail many addi- 
tional phone calls to doctors’ offices. This extra 
burden on the doctor is a necessary one. In aid- 
ing the pharmacist to comply with the law, it is 
vital that physicians co-operate fully with them. 
Less trouble and confusion will result, as well as 
the realization of the important part played in 
protecting the public against the flagrant and in- 
discriminate use of the drug and medicine pre- 
scription and its refilling. 


SURVEY SHOWS FLAWS IN FEDERAL 
HEALTH INSURANCE 


Outlining four major objections to any federal 
compulsory health insurance proposal, a recent 
survey in the Quarterly Journal of Economics at 
Harvard university listed those drawbacks to be: 


“1. The government should not compel people 
to spend money on any particular service unless 
that service cannot be obtained in any other way 
or unless the government can provide the service 
more efficiently than private enterprise. 

“2. Costs are too high. 

“3. The quality of medical care deteriorates 
under a compulsory insurance scheme. 

“4. Doctors will not accept it.” 


Insurance Now Available 


Regarding the first point, the authors, econ- 
omists Rita Ricardo Campbell and W. Glen 
Campbell, state that at present those who want 
health insurance can buy it as they buy any other 
goods or service. Voluntary health insurance 
plans are available to the average citizen at a cost 
no greater than what it would be under a com- 
pulsory, government-run system. The survey 
notes that Dr. Dean A. Clark, in his research re- 
port to the Senate subcommittee on health, esti- 
mated that “75 million persons were protected in 
full or in part by voluntary insurance against the 
costs of medical and hospital care. There can be 
no question of the fact that the voluntary insur- 
ance plans are expanding in areas where there is 
a demand and a need for them, it is added.” 


Costs Increase 


On the second point, involving costs of a com- 
pulsory plan, the article points out that the ex- 
periences of all countries which have adopted this 
form of health insurance show that the costs of 
medical care increase greatly. Quoting several 
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estimates, the authors observe, “It would be in- 
teresting to know how large a percentage of the 
population would favor compulsory health in- 
surance if they were told it would cost them a 
payroll deduction of from 6 to 8 per cent.” 


Quality Drop Reported 

A drop in the present high quality of medical 
care would be part of the proposed compulsory 
health insurance scheme. The study indicates that 
the great increase in demand for medical atten- 
tion strains existing personnel and facilities and 
leads to some deterioration in services rendered. 
The report states: “Doctors’ offices become 
crowded with patients who are forced to wait, 
often many hours, to be examined. The time 
and thoroughness devoted to each case must be 
reduced.” 


U. S. PHYSICIAN COUNT REACHES 
ALL-TIME HIGH 


The total number of physicians in the United 
States has reached an all-time high of 211,680 as 
of the end of 1951. The annual licensure report 
of the American Medical Association notes that 
this represented a net increase of 2,640 doctors 
during 1951. 

In 1951 there were 6,282 persons who for the 
first time, obtained licenses to practice in the 
United States. The net gain of 2,640 for the year 
was after an estimate of the number of deaths of 
physicians based on reports to the American 
Medical Association. 


New York Leads 


The report showed that New York had the 
greatest number of first-time licentiates with 743; 
California was second with 526. Next in order 
were Illinois, 437; Ohio, 394; and Pennsylvania, 
388. Increases in the number of first-time licen- 
tiates, as compared with 1950 figures, occurred in 
twenty-six states. 


Directional Moves Shown 


The report reveals the general trend in loca- 
tions of doctors throughout the nation. California 
issued the greatest number of licenses, 1,367. The 
report states: “Of these, 844 represented licen- 
sures by reciprocity or endorsement of creden- 
tials, including 216 to candidates who held certifi- 
cates of the National Board of Medical Exam- 
iners. Illinois provided California with the largest 
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number of doctors under state reciprocal licenses, 
95; Minnesota was second with 53. California 
state board examinations resulted in 523 licenses.” 


Training Rated High 


The report indicated the high medical training 
rating of the medical schools of the United States, 
all seventy-two of which are now approved by 
the American Medical Association’s Council on 
Medical Education and Hospitals. Of 5,018 
graduates of existing United States schools who 
last year took written examinations for licenses, 
4874, or 97.1 per cent, passed. Rates for other 
schools were considerably lower. Other schools 
include Canadian schools, extinct approved 
schools, foreign schools, unapproved schools and 
schools of osteopathy. Altogether, 6,473 persons 
took state board examinations; 5,716, or 88.3 
per cent, received passing grades. 

This notable increase in total number of phy- 
sicians in the United States could hardly be a 
better answer to those who still advocate govern- 
ment-controlled medicine. Their arguments have 
been based on the contention that there has been 
and st#l is a tragic doctor shortage in America. 
Concrete action and constant improvement over 
the years has come largely from the efforts of 
the medical profession itself. With this larger 
figure comes assurance to Americans that medical 
care and service will be even better in the future 
than the high quality of the past and present. 
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THE MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 
230 Lowry Medical Arts Building 
Saint Paul 2, Minnesota 


Julian F. DuBois, M.D., Secretary 


MEDICAL LICENSE OF ANOKA PHYSICIAN 
REVOKED 


Re. John J. Stratte, M.D. 


On July 18, 1952, the Minnesota State Board of Med- 
ical Examiners revoked the medical license formerly 
held by John J. Stratte, M.D., Anoka, Minnesota. Dr. 
Stratte, thirty-nine years of age, was before the Medical 
Board on several occasions in connection with disciplinary 
proceedings. The last citation was issued on April 15, 
1950, and charged Dr. Stratte with habitually and ex- 
cessively indulging in the use of alcoholic liquors and 
other detailed and specified violations of law. Dr. 
Stratte was given a hearing on that citation on July 14, 
1950, and was placed on probation upon condition that 
he abstain, in every manner, from the use of alcoholic 
liquors and beverages. Dr. Stratte repeatedly violated 
the stipulation entered into: by him in writing with the 
Minnesota State Board of Medical Examiners, and as a 
result, Dr. Stratte was notified to appear before the 
Medical Board on July 18, 1952. Dr. Stratte failed to 
appear and testimony was taken concerning Dr. Stratte’s 
misconduct as a physician, with the result that his 
license was revoked for immoral, dishonorable and un- 
professional conduct as defined by law. 

Dr. Stratte was born at Dawson, Minnesota, in 1913, 
and received a medical degree from Rush Medical Col- 
lege in 1942. He was licensed in Minnesota by exam- 
ination in 1943. 





PRACTICAL ASPECTS OF THE Rh FACTOR 
(Continued from Page 731) 


the possibility of bearing a living child who can 
be saved by proper treatment. 

Tubal ligation may be permitted women in 
their late thirties. In young women tubal ligation 
is inadvisable because of the possibility of re- 
marriage to an Rh-negative man, and because it is 
always possible that some means of combatting 
the action of antibodies will be discovered while 
the patient is still young enough to have children. 


Summary 


The Rh status of every recipient should be de- 
termined prior to a blood transfusion and Rh- 


negative individuals should be given Rh-negative 
blood. 


Aucust, 1952 


Antibody determinations should be made on all 
Rh-negative women as early in pregnancy as pos- 
sible. Antibodies present in the first trimester 
usually produce erythroblastosis in the infant. 
In general, the higher the titer, the poorer the 
prognosis. Antibodies appearing for the first time 
in the third trimester of pregnancy are rarely 
responsible for more than a very mild form of the 
disease. 

Rh immunization is permanent, and at present 
there is no known way of preventing maternal 
antibodies from destroying fetal blood cells. 

The preferred treatment of an infant with 
erythroblastosis consists of replacement transfu- 
sion, repeated as often as necessary. 
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Minnesota State Medical Association 


HOUSE OF DELEGATES—SUMMARY OF PROCEEDINGS* 


Minneapolis Session—May 26, May 27 and May 28, 1952 


First Meeting, Sunday, May 25, 1952 


Gold Room, Hotel Radisson 
Minneapolis, Minnesota 


The Ninety-ninth Annual Session of the House of 
Delegates of the Minnesota State Medical Association 
was held in the Gold Room, Hotel Radisson, Minne- 
apolis, Minnesota, beginning at 2 p.m., Dr. C. G. Shep- 
pard, Hutchinson, Speaker, presiding. 

After calling the meeting to order, and House accept- 
ance of the minutes of the 1951 session, Dr. Sheppard 
introduced Dr. R. L. J. Kennedy, Rochester, president 
of the Association and Dr. A. H. Heidner, president of 
the State Medical Society of Wisconsin, who spoke 
briefly to the House of Delegates. Other introduced 
guests included Dr. R. G. Arveson, Chairman of the 
Council of the State Medical Society of Wisconsin; Dr. 
V. E. Ekblad, a councilor from Wisconsin; Mr. Charles 
Crownhart, Executive Secretary of the State Medical 
Society of Wisconsin and his assistant, Mr. Roy Ragatz. 

Dr. John M. Waugh, Rochester, presented the report 
of the Finance Committee. Noting the accumulating 
operating deficit, caused mainly by a decrease in paid 
memberships, Dr. Waugh’s committee recommended to 
the House of Delegates that a $10 special assessment be 
levied on every active member of the Association, with 
the view toward eventually raising annual dues to $0. 
The House accepted the Finance Committee’s report. 


Report of the Council 


Dr. Sheppard then called on Dr. O. J. Campbell, 
chairman of the Council, to present the report of the 
first meeting. 


Dr. CAMPBELL: The first meeting of the Council in 
connection with the Ninety-ninth Annual Meeting of the 
Minnesota State Medical Association was held on Sat- 
urday, May 24, 1952, at 2 p.m. in the Hotel Radisson. 
... Dr. J. M. Waugh, chairman of the Finance Com- 
mittee made his financial report to the Council. 


. . . the following applications for Temporary Affil- 
iate Memberships were approved: Dr. Nicholas I. Ardan, 
Jr., Rochester; Dr. Clair F. Benoit, Rochester; Dr. N. 
H. Chiles, Rochester; Dr. Vernon L. Cofer, Jr., Roch- 
ester; Dr. James J. Crumbley, Jr., Rochester; Dr. Jack 
Dunn, Jr., Rochester; Dr. Frank G. Gatchell, Rochester ; 
Dr. Robert C. Green, Jr., Rochester; Dr. Harold C. 
Habein, Jr., Rochester; Dr. Robert E. Hansen, Roches- 
ter; Dr. Prescott B. Holt, Rochester, Dr. Richard L. 
Jackson, Rochester; Dr. Ralph A. Kilby, Rochester; Dr. 
Harry G. Kroll, Rochester; Dr. Joseph J. Kurtin, 
Blooming Prairie; Dr. Henry J. Kurtin, Blooming 





*In accordance with action by the Council of the 
Minnesota State Medical Association in 1944, publica- 
tion of the proceedings of the House of Delegates is 
limited to summary. 
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Prairie; Dr. Richard J. Lescoe, Rochester; Dr. Ralph 
Lev, Rochester; Dr. Thomas W. Mears, Rochester; 
Dr. J. D. Mortensen, Rochester; Dr. William C. Nelson, 
Rochester; Dr. Mathew E. O’Keefe, Rochester; Dr, 
William F. Peters, Jr., Rochester; Dr. John R. Pettet, 
Rochester; Dr. Frederick R. Ritzinger, Lakefield; Dr, 
Everett J. Schmitz, Seattle, Washington; Dr. Ballard F, 
Smith, Rochester; Dr. Grant M. Stevens, Rochester; 
Dr. Joseph C. Tarantino, Rochester; Dr. Richard M. 
Ulery, Rochester; Dr. James D. Wentzler, Rochester; 
Dr. George Werner, Minneapolis; Dr. Roy A. White, 
Rochester; Dr. Richard K. Winkelmann, Rochester. 


. the following applications for Affiliate Member- 
ships were approved: Dr. David M. Berkman, Oronoco; 
Dr. Henry M. Broker, Minneapolis, Dr. Donald H. 
Daniel, Minneapolis; Dr. Rosemary R. Frear, Minne- 
apolis; Dr. William H. Henney, McIntosh; Dr. Chris- 
tian A. Rohrer, Des Moines, Iowa. 


. . . the following applications for Life Memberships 
were approved: Dr. Alexander H. Brown, Pipestone; 
Dr. Hermanus De Boer, Edgerton; Dr. Charles N. 
Hensel, St. Paul; Dr. Andrew D. Hoidale, Tracy; Dr. 
Harry G. Irvine, Minneapolis; Dr. Carleton G, Kelsey, 
St. Paul; Dr. Fred H. Powers, Rochester; Dr. George 
F. Reineke, New Ulm; Dr. William H. Replogle, Los 
Angeles, California; Dr. John B. Robertson, Minne- 
apolis; Dr. Dana C. Rood, Santa Barbara, California; 
Dr. Fredk. C. Schuldt, St. Paul; Dr. Walter H. Val- 
entine, Tracy; Dr. Alfred E. Walker, St. Paul; Dr. 
Leon A. Williams, Minneapolis; Dr. Rasmus V. Wil- 
liams, Rochester. 


Dr. Waugh, chairman of the Special Committee ap- 
pointed for consideration of a request for re-districting 
Councilor District No. 1, reported that he and the other 
two members of his committee had conducted a recent 
study of this problem. The committee submitted pos- 
sible plans to alleviate this problem of unequal repre- 
sentation in this district. After considerable discussion, 
the Council voted to invite the delegates representing the 
county medical societies within this district to meet with 
the Council on Monday, May 26, to discuss the problem 
further. 


. .. Council resolution proposing invocation at House 
of Delegates sessions was recommended for House of 
Delegates approval. 


. . . Council recommended .. . Dr. Ivar Sivertsen for 
reappointment to the Minnesota State Board of Medical 
Examiners by virtue of the many years of faithful and 
meritorious service that he has rendered to the State of 
Minnesota. 


. . . Council voted to entertain members of the senior 
class of the University of Minnesota Medical School at 
a joint dinner with Council to acquaint these students 
with the purposes and functions of medical organization. 

After discussion of a request for state medical asso- 
ciation aid in implementing a change in the existing law 
requiring licensure of resident physicians in hospitals in 
the state, Council decided that no effort should be made 
at this time to alter the existing law. 
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Council went on record as supporting the recommenda- 
tion of the Sub-Committee on Physical Medicine and 
Rehabilitation to the Governor’s Mental Health Advis- 
ory Committee, that, in the central office and in mental 
hospitals throughout the state, the therapeutic activities 
program should be under the direction of occupational 
therapists. 


Council referred to the Committee on Nervous and 
Mental Diseases the proposed program of the Minne- 
sota Society for the Mentally Retarded for the estab- 
lishment of a new state institution for the mentally 
retarded, and securing an appropriation for such insti- 
tution from the state legislature. 


. Council voted to notify the Aetna Casualty and 
Surety Company of cancellation of the Association’s 
group malpractice insurance policy, in view of the fact 
that this type of coverage is available to the individual 
physician at approximately the same rate as the group 
rate. Each individual physician should accordingly 
notify the Aetna Company of his intent to cancel out 
his policy thirty days in advance of cancellation. 


Resolutions from the Arkansas Medical Society and 
the Tennessee State Medical Association, disapproving 
eertain policies of the Veterans Administration hospitals 
in caring for non-service connected disabilities, were 
considered by Council. Council went on record as en- 
dorsing in pr nciple the Tennessee resolution, requesting 
that AMA delegates lend support to any similar reso- 
lution. 


. Council was acquainted with two resolutions from 
the Minnesota State Pharmaceutical Association thank- 
ing the Minnesota State Medical Association for its 
previous stand in condemning the physician-owned clinic 
pharmacy, and another resolution expressing apprecia- 
tion for support in creating and maintaining a friendly 
relationship between the two professions. 


The report of the Council was accepted as a whole, 
and Speaker Sheppard then called for reports of the 
reference committees. Dr. R. F. Hedin of Red Wing 
gave the report of the Reference Committee on Med- 
ical Education Reports. 


Medical Education Reports 


Dr. Henin: The Reference Committee on Medical 
Education Reports met this morning. All members were 
present. The following reports were considered: 


Committee on Cancer—A. H. Wells, M.D., Duluth, 
Chairman 

Committee on Conservation of Hearing—L. R. Boies, 
M.D., Minneapolis, Chairman 

Committee on First Aid and Red Cross—John S. 
Lundy, M.D., Rochester, Chairman 

Heart Committee—F. J. Hirschboeck, M.D., Duluth, 
Chairman 

Committee on Hospitals and Medical Education—H. S. 
Diehl, M.D., Minneapolis, Chairman 

Committee on Public Health Nursing—Mario Fischer, 
M.D., Duluth, Chairman 

Committee ‘on Syphilis and Social Diseases—P. A. 
O'Leary, M.D., Rochester, Chairman 

Committee on Tuberculosis—J. A. Myers, M.D., Min- 
neapolis, Chairman 

Committee on Vaccination and Immunization—R. N. 
Barr, M.D., Minneapolis, Chairman 


The Committee accepted the reports with the follow- 
ing recommendations: that the Committee on Conserva- 
tion of Hearing be furnished some information regard- 
ing the scope of work of the Audiological Clinic being 
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instituted at the University; that the fine work being 
done by the Committee on First Aid and Red Cross be 
continued; that the committee agrees with the Commit- 
tee on Cancer, believing that work should go on in the 
cancer detection field by the private physician, and that if 
a form which would be more suitable for use by the busy 
physician were available, that more information regard- 
ing cancer detection in Minnesota would be possible; 
that the Heart Committee study the feasibility of going 
into the rural communities and educating the medical 
profession in the fields of congenital heart disease for 
quicker detection and treatment; recognizes the exten- 
sive work done by the Committee on Hospitals and 
Medical Education and suggests that the committee con- 
tact all institutions of higher education in the state in 
an endeavor to interest them in establishing courses in 
medical technology, and to continue encouraging the 
formation of more practical nursing schools in the 
state; recognizes the fine work done by the Committee 
on Public Health Nursing; recognizes the fine work 
being done by the Committee on Syphilis and Social 
Diseases, noting that the incidence of these diseases is 
being reduced; that the recommendations of the Com- 
mittee on Tuberculosis regarding the disease in dis- 
placed persons should be followed. 


The House of Delegates approved the report of the 
Reference Committee on Medical Education Reports as 
a whole. Dr. Sheppard then called for the Report of 
the Reference Committee on Miscellaneous Scientific 
Reports, Dr. W. W. Yaeger, Marshall, Chairman. 


Miscellaneous Scientific Reports 


Dr. YAEGER: The Reference Committee for Miscel- 
laneous Scientific Reports met in the Radisson Hotel 
on May 25, 1952, and considered the following reports: 


M.D., 
Committee on Child B. Logan, M.D., 
Rochester, Chairman 
Committee on Chronic IlIness—E. L. Tuohy, M.D., 
Duluth, Chairman 


Committee on: Anesthesiology—R. C. Adams, 
Rochester, Chairman 
Health—G. 


Editorial Committee—George Earl, M.D., St. Paul, 
Chairman 
Committee on Diabetes—John R. Meade, M.D., St. 


Paul, Chairman 

Committee on Fractures—E. T. Evans, M.D., Minne- 
apolis, Chairman 

Ccmmittee on General Practice—R. H. Creighton, 
M.D., Minneapolis, Chairman 

Historical Committee—Robert Rosenthal, M.D., St. 
Paul, Chairman 

Committee on Industrial Health—L. S. Arling, M.D., 
Minneapolis, Chairman 

Committee on Maternal Health—J. J. Swendson, M.D., 
St. Paul, Chairman 

Committee on Medical Testimony—E. M. Hammes, 
Sr., M.D., St. Paul, Chairman 

Committee on Military Affairs—Jan H. Tillisch, M.D., 
Rochester, Chairman 

Committee on Nervous and Mental Diseases—Walter 
P. Gardner, M.D., St. Paul, Chairman 

Ccmmittee on Ophthalmology—T. R. Fritsche, M.D., 
New Ulm, Chairman 

Committee on Public Health Education—F. J. Elias, 
M.D., Duluth, Chairman 

Committee on Radio—Robert M. Burns, M.D., St. 
Paul, Chairman 

Speakers Bureau—Haddon M. Carryer, M.D., Roch- 
ester, Chairman 

The Committee approved the reports with the follow- 
ing recommendations and comments: that caution be 
taken regarding commitment of old age individuals 
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unnecessarily to the state nervous and mental institu- 
tions; that the Committee on Diabetes continue their 
efforts to establish a diabetic camp for d‘abetic chil- 
dren of the state; that the component medical societies 
take more responsibility in accumulating historical ma- 
terials as an aid to the Historical Committee; that the 
medical profession be cautioned against the issuance of 
certificates for unwarranted absenteeism; that every 
member of the medical profession give his full co- 
operation in transmitting information to the Committee 
on Medical Testimony, calling attention to the fact that 
it is held in strictest confidence; that better publicity be 
given to the work of the Committee on Military Affairs 
and that its spheres of activity might include close 
study of the Reserve Program of the Armed Forces 
as it involves physicians. 


The House of Delegates accepted the report of the 
Reference Committee on Miscellaneous Scientific Re- 
ports. 

Speaker Sheppard then called on Dr. C. L. Sheedy, 
Austin, Chairman of the Reference Committee on Med- 
ical Economics Reports, for his committee’s report. 


Medical Economics Reports 


Dr. SHEEDY: The Reference Committee on Medical 
Economics Reports met in the Hotel Radisson on May 
25, 1952, and considered the following reports: 


Editing and Publishing Committee—E. M. Hammes, 
Sr., M.D., St. Paul, Chairman 

Committee on Hospitals and Professional Relations 
—J. M. Stickney, M.D., Rochester, Chairman 

Committee on Interprofessional Relations—Walter P. 
Gardner, M.D, St. Paul, Chairman 

Medical Advisory Committee—W. H. Hengstler, M.D., 
St. Paul, Chairman 

Committee on Medical Economics—George Earl, M.D., 
St. Paul, Chairman 

Committee on Medical Ethics—R. D. Mussey, M.D., 
Rochester, Chairman 

Committee on University Relations—F. J. Elias, M.D., 
Duluth, Acting Chairman 


The Committee accepted all reports, except that of 
the Committee on University Relations, with the follow- 
ing recommendations and comments: that the Committee 
on Interprofessional Relations consider a plan whereby 
local medical societiés institute programs whereby they 
or an allied professional group such as the medical 
auxiliary or a nursing club initiate a program for sen- 
ior high school girls to become acquainted with advan- 
tages offered by nursing and medical technology; that 
physicians, in buying malpractice insurance should keep 
in mind that malpractice insurance does not necessarily 
cover him for acts that are not malpractice, such as 
assault or slander; that a definite program of indoc- 
trination in medical ethics and medical practice should 
be established for physicians just entering medical 
practice as well as the senior medical students, interns 
and residents of the state, and that a panel of physicians 
versed in malpractice cases be invited to talk to these 
groups on such subjects as the doctor in court and other 
legal tactics. 


The House of Delegates heard considerable discussion 
and further explanation of the Rural Medical Scholar- 
ship plan, reported through the Committee on University 
Relations and the special Scholarship Selection Com- 
mittee. After discussing details of operation and meth- 
ods of administration, the House of Delegates accepted 
the report of the Reference Committee on Medical 
Economics with the exception of that committee’s re- 
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jection of the student scholarship plan. The House 
accepted a motion approving the plan as originally set 
up by the Scholarship Selection Committee and the 
Committee on University Relations. 

Dr. Sheppard then called on Dr. O. J. Campbell, 
Chairman of the Council, to present the balance of his 
report. ‘ 


Dr. CampsELL: Council met this morning with all 
officers and councilors in attendance, plus several guests. 
r. J. A. Bargen, Chairman of the Committee on 
Medical ‘tues acquainted Council with his commit- 
tee’s views on the Minnesota State High School League's 
schedule of maximum allowances for 1951-52, stating 
that his committee felt that the fees should be con- 
tinued at the present level but that the fees are too low 
to be accepted as complete compensation for injuries 
received. 

. . . Council recommended that, because of the illness 
of Dr. J. F. Norman, serving as Chairman of the Uni- 
versity Relations Committee, Dr. F. J. Elias continue 
to serve as acting chairman. 

Council voted support of the resolution of the 
Minnesota Society of Clinical Pathologists opposing any 
move to obtain American Medical Association approval 
of a specialty board in medical microbiology which 
will certify non-physicians in the field of medical prac- 
tice. 

. Council directed the Association’s Cancer commit- 
tee to work with the local and national cancer societies in 
developing a standard form which will embody an ade- 
quate examination for cancer detection. 

Council discussed thoroughly the problem that 
has been created by a reduction of our Delegates to 
the American Medical Association from four to three 
on the basis of our paid membership in the AMA. The 
proposed plan is to try to seat all four delegates at the 
meeting, but if this is impossible, to make a concerted 
effort to gain in membership during 1952, to enable a 
resumption of the four-man delegation in 1953. 

. . Council granted approval to the Maternal Mor- 
tality Committee to submit reports of maternal deaths 
investigated to the doctors concerned without assess- 
ment of responsibility. 

. Council presents the name of Dr. J. A. Bargen 
5 soe as a delegate for the years 1953 and 


The House of Delegates next heard a supplementary 
Council report from the Committee on Group Health 
and Accident Insurance, which outlined certain prin- 
ciples which underwriters must meet to qualify as hav- 
ing policies available for advocation to the membership. 
The House accepted the report of the Council as a 
whole. 

Speaker Sheppard next called for the report of the 
Reference Committee on Miscellaneous Medical Eco- 
nomics Reports, Dr. A. B. Hunt, Rochester, Chairman. 


Dr. Hunt: The Reference Committee for Miscel- 
laneous Medical Economics Reports met in the Radis- 
son Hotel on May 25, 1952, and considered the following 
reports: 

Insurance Liaison Committee—Clarence Jacobson, 
M.D., Chisholm, Chairman 

Committee on Medical Service—J. A. Bargen, M.D., 
Rochester, Chairman 

Committee on Rural Medical Service—Paul C. Leck, 
M.D., Austin, Chairman 

Committee on State Health Relations—C. E. Proshek, 
M.D., Minneapolis, Chairman 

Committee on Veterans Medical Service—Ralph H. 
Creighton, M.D., Minneapolis, Chairman 
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SUMMARY OF 


The committee accepted the committee reports with 
the following comments and recommendations: that the 
House of Delegates and Council support the further 
efforts of the Insurance Liaison Committee to bring to 
fruition the vision that the late Dr. Adson and other 
members of the committee had for the Minnesota Med- 
ical Insurance Plan; that the Committee on Rural Med- 
ical Service arrange with the Minnesota Society of 
Clinical Pathologists and the Minnesota Radiological 
Society. for regular x-ray and diagnostic services and 
for routine pathologic study of all tissues removed 
where such services are not already satisfactorily in 
effect. 


The report was accepted as a whole by the House 
and the Speaker called for the report of the Reference 
Committee for Officers and Councilors Reports, Dr. 
L. E. Steiner, Albert Lea, Chairman. 


Dr. STEINER: The Reference Committee for Officers 
and Councilors Reports met in the Hotel Radisson on 
May 25, 1952, and the following reports were discussed: 

Secretary's and Executive Secretary’s Report, Council- 
or Reports from Districts One through Nine. 

The report of the Chairman of the Council was ac- 
cepted, noting the initiation of the rural medical school 
scholarship, urging House consideration of the pro- 
posed increase in membership dues, recommending that 
the House should be brought up to date on the status 
of the malpractice insurance policies and rates. 

The reports of the Councilors of the nine districts 
were accepted. 

The committee accepted all proposed changes in the 
Constitution and By-Laws proposed by the Council, and 
these will be presented in a separate report. 


The House of Delegates accepted the report as a 
whole and then discussed and approved the numerous 
changes in the Constitution and By-Laws as approved 
by the Reference Committee for Officers and Councilors 
Reports. (Changes reviewed completely elsewhere in 
this issue.) 

The House of Delegates adjourned at 5:45 p.m. 


Second Meeting, Sunday, May 25, 1952 
Gold Room, Hotel Radisson 


Minneapolis, Minnesota 


The second meeting of the House of Delegates of the 
Minnesota State Medical Association reconvened in 
the Gold Room of the Hotel Radisson, Minneapolis, 
Minnesota, at 8 p.m., with Dr. Sheppard presiding. 

Dr. Sheppard called on Dr. Wesley Spink to give 
the report of the Minnesota Medical Foundation. Dr. 
Spink reported that during the current year, the Foun- 
dation awarded ten scholarships of $500 each. The 
Foundation has nearly 1,000 members. 

The House next heard the report from the Univer- 
sity of Minnesota Medical School, presented by Dr. H. 
S. Diehl, who reported that the school accepted be- 
tween 125 and 130 students annually into the Freshman 
class. Dr. Diehl also reported on the progress of the 
building project at the medical school. 

Dr. Sheppard called for the report of the Minnesota 
State Board of Medical Examiners, presented by Dr. 
F. H. Magney of Duluth. During 1951, 300 medical 
licenses were issued, 166 by reciprocity from other 
States, and 39 on the basis of the licensing by the Na- 
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tional Board of Medical Examiners, the remainder by 
examination. 

Dr. Raymond Bieter of Minneapolis then presented 
the report of the Minnesota State Board of Examiners 
in the Basic Sciences. He noted that a total of 808 indi- 
viduals took the basic science examination during the 
past year, with 475 failing, making a failure rate of 
58.7 per cent. 

Dr. A. J. Chesley presented his report from the Min- 
nesota Department of Health. This was followed by the 
report of the Old Age Assistance program under the 
Minnesota Division of Social Welfare, presented by 
Mr. Alfred Angster, stating that expenditures for med- 
ical care under this program for 1952 were estimated to 
be between eight and nine million dollars. 

The report of Minnesota Medical Service was pre- 
sented by Dr. E. J. Simons, Medical Director for Min- 
nesota Blue Shield. He reported that much progress 
had been made and called for co-operation from physi- 
cians. 

The Speaker then called for the Necrology Report, 
read by Dr. Haddon M. Carryer of Rochester. A mo- 
ment’s silence was observed. 

The meeting adjourned at 10:45 p.m. 


Third Meeting, Monday, May 26, 1952 
Gold Room, Hotel Radisson 
Minneapolis, Minnesota 


The House of Delegates reconvened at 1:30 p.m. with 
Speaker C. G. Sheppard presiding. 

The Speaker called for the report of the special com- 
mittee to study the indigent doctor problem. Dr. W. R. 
Humphrey, Stillwater, Chairman, reported his commit- 
tee’s views that a definite need exists and asked that a 
voluntary contribution of $10 or more per member be 
solicited through the state office, to be administered 
through the county societies. The House voted ap- 
proval of the program. 

Speaker Sheppard next called for the report of the 
Resolutions Committee, Dr. F. J. Hirschboeck, Duluth, 
Chairman. Dr. Hirschboeck requested that in the future, 
resolutions should reach the committee within a specified 
deadline, so that the committee could have ample time 
to discuss and pass on resolutions. 


Resolutions Committee Report 


WHEREAS, the House of Delegates desires to record 
its appreciation of the individuals and organizations 
whose efforts have contributed to the success of the 
ninety-ninth annual meeting of the Minnesota State Med- 
ical Association, 

THEREFORE, BE IT RESOLVED, that the fol- 
lowing be apprised of the Association’s grateful recog- 
nition of their co-operation : 

The Officers and Members of the Hennepin County 
Medical Society and its Auxiliary and the Committee 
on Local Arrangements, for a well co-ordinated ar- 
rangement of facilities for the events of the Conven- 
tion and for their cordial hospitality to Convention 
guests, 

The Mayor of Minneapolis, the Minneapolis Chamber 
of Commerce, and the management and personnel of the 
Minneapolis hotels for welcoming Minnesota physicians 
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and their guests and assuring them a pleasant stay in 
Minneapolis, _ 

The newspapers and radio stations which co-operated 
in transmitting to the public the news of medical de- 
velopments which are of interest and concern to the 
entire state. 

* * * 

WHEREAS, the serious nature of state, national, and 
world affairs today warrants seeking divine guidance and 
aid, and ; 

WHEREAS, it is customary practice for most legis- 
lative bodies’ to convene their meetings with a solemn 
word of prayer, 

- THEREFORE, BE IT RESOLVED, that the House 
of Delegates of the Minnesota State Medical Association 
begin all meetings with an invocation, such invocation 
to be rotated annually among the different religious 
faiths. 

* * * 

WHEREAS, it appears desirable that medical students 
be impressed with the opportunity afforded in general 
practice, and the existing need for general practitioners, 

AND WHEREAS, in furtherance of this purpose, and 
also to provide a more extended means of orientation 
into actual practice, senior medical students should be 
given the advantage of working with general practi- 
tioners before their clerkship begins, 

THEREFORE BE IT RESOLVED, by this Society, 
that a preceptorship of about three months duration be- 
tween the junior and senior years of medical students is 
deemed advisable, 

That such preceptorship be on a voluntary basis, or 
otherwise as may be determined in the recommendations 
of the appropriate committee assigned the task of work- 
ing out details incident to such preceptorship, 

That it be requested that the Committee on Hospitals 
and Medical Education be so assigned, to work with 
the Medical School Administration of the University 
toward the establishment of proposed preceptorship. 

This resolution was referred to the Committee on 
Hospitals and Medical Education. 

2 2 


WHEREAS, attention has been called to certain dis- 
satisfaction centering around the apparent unwillingness 
of some Medical School department heads to call in 
practicing physicians from the Minneapolis and St. Paul 
areas, as well as outside these areas, to lecture to medical 
students, 

AND WHEREAS, it appears desirable to foster bet- 
ter working relationships existing between the Medical 
School faculty and the practicing physicians, 

THEREFORE, BE IT RESOLVED, that the Hos- 
pitals and Medical Education Committee be authorized 
to inquire relative to the same and report their findings 
and recommendations to the House of Delegates in the 
year 1953. 

This resolution was referred to the Committee on 
Hospitals and Medical Education. 

* * * 

WHEREAS, an application is presently being 
processed with the intent of obtaining AMA approval 
of a Specialty Board in Medical Microbiology which 
will certify non-physicians as diplomats in a field of 
medical practice, 

AND WHEREAS, there is already in existence an 
American Board of Pathology, which can provide cer- 
tification of properly qualified physicians in the field of 
Medical Microbiology, 

NOW, THEREFORE, BE IT RESOLVED, that the 
House of Delegates reaffirm its approval of the essen- 
tials for an approved Examining Board in a Medical 
Specialty, including the principles that applicants for 
examination must be graduates of a Medical School ap- 
proved by the Council on Medical Education and Hos- 
pitals and must be licensed to practice medicine, 

AND BE IT FURTHER RESOLVED, that the 
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House of Delegates instruct the Council on Medical 
Education and Hospitals to limit its approval of Spe- 
cialty Boards to those which can comply with these es- 
sentials, in order to safeguard the interests and welfare 
of patients. 

* * * 


WHEREAS, there have been numerous complaints 
from members of county societies as to the method of 
admission and the disposition of patients examined at 
the University of Minnesota Cancer Detection Center, 

AND WHEREAS, there have been complaints about 
the publicity emanating from the Cancer Detection Cen- 
ter which tends to magnify the importance of group 
examination, 

AND WHEREAS, there has been some question as 
to the ratio between the costs involved and the positive 
findings obtained, 

THEREFORE, BE IT RESOLVED, that the House 
of Delegates of the Minnesota State Medical Association 
evaluate the operation of, and the advisability of, con- 
tinuance of the Cancer Detection Center. 


* * * 


WHEREAS, State Health Regulation Number 1001 
which states that it shall be the duty of any physician 
or midwife in attendance on, or in charge of, a confine- 
ment case to treat the eyes of every newborn babe with 
a 1% solution of silver nitrate, 

AND WHEREAS, the use of silver nitrate in the 
eyes of newborn very frequently causes marked irrita- 
tion, 

AND WHEREAS, there are other preparations just 
as efficient but less irritating, 

THEREFORE, BE IT HEREBY RESOLVED, that 
State Health Regulation Number 1001 be modified. 

This resolution was referred to the Child Health 
Committee. 

xk * * 


WHEREAS, the hospital and medical care of the 
veteran with service connected disability or disease and 
the care of the medically indigent veteran with non- 
service connected disability or disease is and should be 
the just concern of the public and the medical profes- 
sion, an 

EREAS, the free care of the veteran with non- 
service connected disability or disease who can pay for 
his hospitalization and medical care is contrary to our 
traditional system of government and is an unwarranted 
burden on the taxpayer and threatens the quality of care 
to the deserving veteran by overloading the professional 
services of Veterans Hospitals, and 

THEREFORE, BE IT RESOLVED, that the House 
of Delegates of the Minnesota State Medical Association 
goes on record as requesting its delegates to the Amer- 
ican Medical Association to promote this position. 
Copies are also to be furnished the local and national 
offices of the Veterans Administration. 

*x 

WHEREAS, the principles of medical ethics specifical- 
ly condemn consultation with others than licensed doc- 
tors of medicine, and 

WHEREAS, such consultation lowers the honor and 
dignity of the profession, and 

WHEREAS, such consultation has brought about dis- 
tress and hardship to members of the American Medical 
Association elsewhere, 

THEREFORE, BE IT RESOLVED, that on com- 
plaint of any member of this Society or members of any 
constituent body of the American Medical Association 
offenders be reminded of a violation of the principles 
of medical ethics by the appropriate committees of this 
Society or constituent county or regional medical s0- 
cieties. 

This resolution was referred to the Committee on 
Medical Ethics. 


The House of Delegates voted approval of the report. 
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Dr. Sheppard: next called on Dr. Campbell for the 
fnal report from the Council. 

DR. CAMPBELL: The Council convened at 8 a.m. 
for its scheduled meeting with the Blue Shield Board of 
Directors and received their favorable report on progress 
achieved during the past year. 


..- Council met with delegates from counties in the 
First Councilor District and a free expression of views 
on the problem involved in the matter of re-districting 
this district were exchanged. Council voted to continue 
the work of the present committee, with instructions to 
call representatives of each of the concerned counties 
to a meeting for further exploration of opinion and 
ideas as to a solution of the problem. 


:.. Council voted approval of a request for $250 
from the Committee on Maternal Health for completion 
of its study on maternal mortality, and another of $500 
from the Committee on Hospitals and Medical Educa- 
tion for study of medical education. 


... Council adjourned at 12:30 p.m. 
The House of Delegates accepted the report of the 
Council. 


Election of Officers 


The next order of business was the election of Asso- 
ciation Officers. Upon recommendation of the Nominat- 
ing Committee, the House elected the following: 

President-Elect—O. J. Campbell, M.D., Minneapolis 

First Vice President—Justus Ohage, M.D., St. Paul 


Second Vice President—C. E. Merkert, M.D., Minne- 
apolis 


Secretary—B. B. Souster, M.D., St. Paul 
Treasurer—W. H. Condit, M.D., Minneapolis 


Speaker, House of Delegates—C. G. Sheppard, M.D., 
Hutchinson 


Vice Speaker, House of Delegates—H. M. Carryer, 
M.D., Rochester 


Councilor, Third District—L. G. Smith, M.D., Monte- 
video 


Councilor, 
t. Paul 


Councilor, Sixth District—H. B. Sweetser, Jr., M.D., 
Minneapolis 


Fifth District—L. R. Critchfield, M.D., 


Councilor, 
Bertha 


Seventh District—W. W. Will, M.D., 


Dr. J. A. Bargen, Rochester, was re-elected a mem- 
ber of the House of Delegates of the American Medical 
Association; Dr. Paul C. Leck, Austin, was elected as 
Dr. Bargen’s alternate delegate to the House of Dele- 
gates of the American Medical Association. 


Meeting Place, 1953 Convention 


In its final order of business, the House of Delegates 
accepted the invitation of the Ramsey County Medical 
Society to hold the 1953 annual meeting, the centennial 
celebration, in the city of St. Paul. 

The House of Delegates of the Ninety-ninth Annual 
Meeting of the Minnesota State Medical Association ad- 
journed at 2:30 p.m. 
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CONSTITUTIONAL CHANGES 


(Editor’s Note: In accordance with the Constitution 
of the Minnesota State Medical Association, any pro- 
posed amendments to the Constitution must be published 
in the official Journal of the Association not less than 
three months before the meeting at which final action 
is to be taken. The following constitutional changes 
were tentatively approved at the Ninety-Ninth annual 
meeting of the Association’s House of Delegates, May 
26, 27 and 28 in Minneapolis. The proposed changes ap- 
pear in italics. They bring the Constitution up to date 
and in conformity with that of the American Medical 
Association. ) 


° CONSTITUTION 


Article I—Name of the Association 
The name of this organization is the MINNE- 
SOTA STATE MEDICAL ASSOCIATION 
which may hereinafter be referred to as the As- 
sociation. 


Article 1I—Purposes of the Association 


The purposes of this Association are to bring 
into one compact organization the entire medical 
profession of the State of Minnesota and to unite 
with similar societies of other states to form the 
American Medical Association; to promote the 
science and art of medicine; to elevate the stand- 
ard of medical education; and to promote public 
health. 


Article I1]—Location 


The headquarters of the MINNESOTA 
STATE MEDICAL ASSOCIATION, incor- 
porated under the laws of Minnesota, is located 
in the City of St. Paul, County of Ramsey and 
State of Minnesota. 


Article I'V—Component Societies and 
Councilor Districts 


Section 1. The membership of this Association 
shall be organized into county and district med- 
ical societies. The functions of each such so- 
ciety and its relation to the Association shall be 
defined in a charter issued to it by the Association. 
Every charter so issued shall be subject to amend- 
ment and to revocation by the Association in such 
manner as may be prescribed in the By-Laws of 
the Association. 

Sec. 2. A component county society is an ag- 
gregation of members of this Association living 
in one county. 

Sec. 3. A component district society is an ag- 
gregation of members of this Association living 
in such districts.as to make the organization of 
individual county societies inadvisable, or an amal- 
gamation of two or more county societies. 

Sec. 4. The Council, with the approval of the 
House of Delegates, shall designate the number of 
councilors and shall arrange the component so- 
cieties into councilor. districts. 
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CONSTITUTIONAL CHANGES 


Article V—Membership Classifications 


This Association shall consist of active, life, 
service, affiliate, residency, honorary and associate 
members, as specified in the By-Laws. 


Article VI—House of Delegates 

The House of Delegates shall be the governing 
body of the Association, and shall consist of the 
delegates elected by the component societies to 
represent them. The following shall have the 
privileges of the floor, but without the right to 
vote; the President, the President-Elect, the 
Councilors, the Secretary, the Treasurer, the Past 
Presidents, and the Delegates to the American 
Medical Association. ° 


Article VII—Council 


The Council shall be the executive body of the 
Association. The Council shall have the full 
authority and power of the House of Delegates 
between Annual Sessions, unless the House of 
Delegates shall be called into special session as 
provided for in the By-Laws. The Council shall 
consist of the Councilors and ex officio but with- 
out the right to vote, the President, the First 
Vice-President, the President-Elect, the immediate 
Past President, the Secretary, the Treasurer, the 
Speaker of the House of Delegates, and the elect- 
ed delegates to the American Medical Association. 
A majority of the Councilors shall constitute a 
quorum, 


Article VIII—Annual Sessions and Meetings 

Section 1. This Association shall hold an An- 
nual Session, during which there shall be held 
General Meetings, which shall be open to all 
registered members and guests. 

Sec. 2. The general time and place for holding 
each Annual Session shall be fixed by the House 
of Delegates, except that the exact date of the 
Session may be fixed by the Council. 

Sec. 3. Special Meetings of either the Asso- 
ciation or the House of Delegates may be called 
by the President on a two-thirds vote of the Coun- 
cil or upon petition by twenty delegates repre- 
senting at least ten component societies. 

Sec. 4. All Meetings of the Council shall be 
called by the Chairman of the Council or upon 
petition by three Councilors. 

Article [X—Officers 


Section 1. The officers of this Association 
shall be a President, a President-Elect, two Vice- 
Presidents, a Secretary, a Treasurer, a Speaker 
and Vice-Speaker of the House of Delegates, and 
a Councilor for each Councilor District. These 
officers shall be elected by the House of Delegates 
as hereinafter provided in the By-Laws. 

Sec. 2. There shall be elected at the Annual 
Session one who shall be known as President- 
Elect until the beginning of the next calendar 
year which is also the fiscal year of the Associa 
tion, at which time he automatically becomes 
president, to serve as such for one year. 
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Sec. 3. The other officers, except the Coun- 
cilors, shall be elected annually. The terms of the 
Councilors shall be for three years. As nearly as 
possible, one-third of the members of the Coun- 
cil shall be elected each year. 

Sec. 4. The Delegates and Alternate Delegates 
to represent this Association at the House of 
Delegates of the American Medical Association 
shall be elected in accordance with the Constitu- 
tion and By-Laws of the American Medical As- 
sociation. 

Sec. 5. Terms of office of the officers and com- 
mitteemen, unless otherwise provided, shall be for 
a term of one year from January first following 
the date of their election. 

Sec. 6. In case of vacancy in an office, unless 
otherwise provided for in this Constitution or Ry 
Laws, the Council shall have the power to ap- 
point temporarily a successor, until the House of 
Delegates shall meet and elect one, or until the 
next Annual Session. 


Article X—Funds and Expenses 


The Annual Dues shall be determined by the 
House of Delegates by a two-thirds vote of the 
delegates present. Funds may also be raised from 
the Association’s publications, by voluntary con- 
tributions, and in other manner approved by the 
House of Delegates. Funds may be appropriated 
by the House of Delegates to defray expenses of 
the Association, for scientific and educational pub- 
lications, and for such other purposes as will pro- 
mote the advancement of medicine. All resolu- 
tions appropriating funds must be approved by 
the Council before action is taken thereon. 


Article XI—The Seal 


The Association shall have a common seal, and 
the House of Delegates shall have the power to 
break, change or renew the same. 


Article XII—Amendments 

Section 1. The House of Delegates may 
amend any article of this Constitution by a two- 
thirds vote of the Delegates present at any An- 
nual Session, provided that such amendment shall 
have been submitted to the membership in writ- 
ing and published in the official Journal of the 
Association not less than three months before the 
meeting at which final action is to be taken. 

Sec. 2. The House of Delegates, at any An- 
nual Session, may instruct the Council to make 
any changes in the Articles of Incorporation in 
accordance with the law, which may appear de- 
sirable or which may be made necessary by any 
change or amendment to the Constitution and By- 
Laws of the Association. 

Sec. 3. Upon adoption of this Constitution all 
previous Constitutions: are thereby repealed. 


Article XIII—By-Laws 
The authority for passing By-Laws to the Con- 
stitution of the Association shall be vested in the 
House of Delegates. 
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In Memoriam 





CHRISTOPHER GRAHAM 


Dr. Christopher Graham, the last survivor of the 
original Mayo Clinic group, died June 20, 1952, at the 
age of ninety-six. 

Born in New York state but in infancy brought to 
Olmstead County, Minnesota, Dr. Graham graduated 
from the University of Minnesota in 1887, where he 
played on the first University football team. Before he 
was graduated from the University he had taught in 
rural schools. For a period of two years after gradua- 
tion he taught at Shattuck, where he coached athletic 
teams. 

In 1892 he graduated from the Veterinarian School at 
the University of Pennsylvania and returned to teach 
veterinary science in the school of agriculture at the 
University of Minnesota. He took the M.D. degree at 
the University of Pennsylvania in 1894. He was the 
first intern at Saint Mary’s hospital in Rochester. 

Joining the group of Doctors Mayo and Stinchfield 
in 1894, he seems to have formally entered the group 
as a partner in 1895. For some years his main interest 
was obstetrics but, by 1914, he became head of the 
division of medicine at the Mayo Clinic. He was pro- 
fessor of medicine at the Mayo Foundation from 1915 to 
1919. 

In 1919 Dr. Graham retired from the practice of 
medicine to devote himself to the breeding of Holstein 
cattle in particular and livestock in general. 

Mrs. Graham, the former E. Blanche Brackenridge, 
survives the doctor at the age of eighty-nine. A son, 
Malcolm, and a daughter, Mrs. George M. Lowry, both 
of Rochester, also survive him. 


PETER FREDERICK HOLM 


Dr. Peter F. Holm, specialist in eye, ear, nose and 
throat at Wells, Minnesota, for thirty-five years, died at 
Sarasota, Florida, June 25, 1952, at the age of seventy- 
nine. 

Dr. Holm was born in Denmark, November 26, 1872, 
and at the age of twelve came to this country, where his 
parents settled at Waverly, South Dakota. He attended 
schools at Watertown, South Dakota, and in 1898 ob- 
tained his M.D. degree from the Bellevue Hospital 
Medical College in New York. He graduated fourth in 
his class and received a faculty award of $100. After 
interning at the Hackensack General Hospital in Hacken- 
sack, New Jersey, he came to Wells in 1899. Postgrad- 
uate work in the special senses was taken in Chicago 
and New Orleans. 

Dr. Holm served as coroner for many years and was 
a past-president ‘of the Blue Earth Valley Medical So- 
ciety. At one time he was vice president of the Southern 
Minnesota Medical Association. 

Dr. Holm is survived by his wife, the former Bertha 
E. Kohlhase; one daughter, Maryon Holm Angelillo, 
and one son, Roger G., all of Sarasota and vicinity. 

Dr. Holm sold his practice in 1933 and travelled ex- 
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tensively in recent years. He suffered from pernicious 
anemia for over twenty years before his death. 


OSCAR V. JOHNSON 

Dr. Oscar V. Johnson, a practitioner in Minnesota for 
thirty-eight years, died at his home in Springfield, Ohio, 
July 24, 1952 at the age of seventy-four. 

Dr. Johnson was born at Carver, Minnesota, May 29, 
1878. He attended North High School in Minneapolis 
and obtained his M.D. degree from the University of 
Minnesota in 1905. He interned at Swedish Hospital in 
Minneapolis and practiced in Sebeka, Minnesota, from 
1905 to 1927. He then located in Fergus Falls. where he 
practiced seventeen years. He took postgraduate study 
in New York in 1908, in London in 1913, and in Chicago 
in 1928. In 1944 he moved to Benton, Michigan, where 
he practiced until he moved to Springfield, Ohio, in 1949. 

Dr. Johnson specialized in eye, ear, nose and throat 
diseases and was a member of the Park Region Medical 
Society, the Minnesota State Medical Association and 
the American Medical Association. He was a member 
of the Library Board of Fergus Falls and the Staff of 
St. Luke’s Hospital. He was also a member of the 
Wadena A.F. & A.M. Lodge No. 156 and of the 
Scottish Rite and Zuhrah Temple, both of Minneapolis. 

Dr. Johnson is survived by his wife and one daughter, 
Mrs. Daniel Drake of Springfield, Ohio. 


WILLIAM B. TORGERSON 

Dr. William B. Torgerson, a practitioner in Oklee, 
Minnesota, since 1912, died July 6, 1952 at the age of 
eighty. He had been afflicted with Parkinson’s disease 
since 1941 and had been forced to curtail his practice 
until his retirement in 1949. 

Dr. Torgerson was born in Lake Mills, Iowa, Oc- 
tober 27, 1872. He attended Luther College in Decorah, 
Iowa, and obtained his medical degree from the Uni- 
versity of Minnesota in 1897. After taking postgraduate 
work at New York Polyclinic and Chicago Postgradu- 
ate School, he begam practice at Cannon Falls in 189%. 
He practiced in Clarkfield from 1898 to 1907 and at 
Greenbush from 1909 to 1912. 

He was a member of the Red River Valley Medical 
Society, a component society of the Minnesota State 
Medical Association and the American Medical Associa- 
tion. A leader in community activities, he long served as 
a member and treasurer of the local school board. He also 
served as village treasurer, was one of the founders of 
the Commercial Club and was for a long time a mem- 
ber of the board of directors and secretary of the Oklee 
Co-operative Creamery Association. He was a member 
of Zion Evangelical Lutheran Church and was long 4 
member of the church choir and director of the Sunday 
School. 

Dr. Torgerson was married to Ingeborg Ohnstad in 
1900. He is survived by his wife and five children: 
Mrs. R. E. Bilbrough of Kansas City, Erling of Thief 


(Continued on Page 808) 
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Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, two 
weeks,’ starting September 8, September 22, 
October 6. 

Surgical Technic, Surgical Anatomy and Clinical 
Surgery, four weeks, starting September 8, 
October 20. 

Surgical Anatomy and Clinical Surgery, two weeks, 
starting September 22, November 3. 

Surgery of Colon and Rectum, one week, starting 
September 15. 

Gallbladder Surgery, ten hours, starting October 20. 

Basic Principles in General Surgery, two weeks, 
starting September 8. 

General Surgery, one week, starting October 6. 

General Surgery, two weeks, starting October 6. 

Breast and Thyroid Surgery, one week, starting 
October 6. 

Esophageal Surgery, one week, startin October 13. 

Thoracic Surgery, one week, starting October 20. 

Fractures and Traumatic Surgery, two weeks, start- 
ing October 6. 

GYNECOLOGY—Intensive Course, two weeks, starting 
September 8, October 20. 

ay Approach to Pelvic Surgery, one week, start- 

ng September 22, November 3. 

OBSTETRICS— Intensive Course, two weeks, starting 

tember 29, November 3. 

MEDICIN Electrocardiography and Heart Disease, 
two weeks, starting September 29. 

Intensive General Course, two weeks, starting Oc- 
tober 13. 

Gosqeeter and Gastroenterology, two weeks, start- 

ing September 15, November 3. 

UROLOG oy eee Course, two weeks, starting Sep- 
tember 8. 

Cystoscopy, ten days, starting every two weeks. 

DERMATOL 1GY—Intensive Course, two weeks, start- 
ing October 13. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 











To the Editor: June 24, 1952 


4 

| should like to take this means of expressing my 
thanks to the many physicians throughout the state who 
responded to the recent questionnaire concerning the 
continuation medical education program. As a result 
of this inquiry, much important information was secured 
and many exceedingly helpful suggestions and criticisms 
were offered. 

Our continuing aim will be to present practical ma- 
terial and information concerning important advances in 
the various fields of medicine. Suggestions concerning 
subjects for courses or any other aspect of the con- 
tinuation medical education program are always wel- 
come. 

Sincerely yours, 
Rosert B. Howarp, M.D., Director, 
Department of Continuation Medical 
Education, University of Minnesota 
Medical School. 


COMPENSABLE DISABILITY 


(Continued from Page 743) 
ability were evolved. These details have been ex- 
plained elsewhere.** 

The principle of calculating a disability by this 
method remains the same in all instances. When 
the useful range of motion in a joint is used as a 
criterion for establishing a disability, then most of 
the other factors which contribute to a disability 
have been given consideration in that the factors 
causing disability lie within the arc of disabled 
motion. To that extent the patient is asked to 
move the disabled joint only through its useful 
range of motion. Forced motions, painful mo- 
tions, or other disabled motions which might ex- 
tend beyond the useful range are not measured, 
and to that extent the disabled motions have been 
given consideration. 

A certain amount of liberty may be taken with 
these figures, depending upon the judgment of the 
surgeon. When the calculations have been made, 
the final figure is usually placed at the closest unit 
of five. 

This method of calculating disability is not de- 
signed to eliminate a surgeon’s judgment; it is 
intended to aid him. 

A **Permission obtained from Charles C Thomas, Pub- 
lisher, to reproduce these illustrations from Rice, Carl 


O.: The Calculation of Disabilities of the Extremities. 
Published in 1952. 
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¢ Reports and Announcements +¢ 





INTERNATIONAL COLLEGE OF SURGEONS 


The United States and Canadian Chapters of the 
International College of Surgeons will hold their 
Seventeenth Annual Assembly in Chicago at the 
Conrad Hilton Hotel on September 2, 3, 4, and 5, 
1952. An excellent clinical program has been ar- 
ranged which will present a comprehensive review 
of the latest concepts in surgery by world-renowned 
teachers. One hundred and sixty scientific and tech- 
nical exhibits will be featured. 

The convocation address will be given by the Right 
Honorable Lord Horder, G’C.V.O., M.D., B.Sc., 
F.R.C.P., London, who will talk on “Freedom in 
Medicine.” 

Dr. Horder is extra physician to the Queen of Eng- 
land, consulting physician to St. Bartholomew’s Hos- 
pital; Honorary Adviser to Ministries of Food, Labor 
and Pensions, chairman of the British Empire Cancer 
Campaign, chairman of the Empire Rheumatism 
Council, and chairman of Fellowship for Freedom in 
Medicine. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The American College of Chest Physicians held 
their annual meeting at the Congress Hotel in Chi- 
cago on June 5-8, 1952. 

Dr. Chevalier Jackson, Philadelphia, was awarded 
the ‘College Medal for meritorious achievement in the 
specialty of diseases of the chest. An essay award 
was also presented to Dr. C. Walton Lillehei, of the 
Department of Surgery of the University of Minne- 
sota Medical School, for an essay on “Experimental 
Bacterial Endocarditis and Proliferative Glomerulo- 
nephritis.” The award included a cash prize of $250.00. 

The officers elected for 1952-53 were: president, 
Andrew L. Banyai, Milwaukee, and president-elect, 
Alvin E. Green, Houston. Dr. John F. Briggs, St. 
Paul, is a member of the Board of Regents and Dr. 
Herman J. Moersch, Rochester, is a member of the 
Board of Governors. 

The next annual meeting will be held in New 
York City at the Hotel New Yorker on May 28-31, 
1953. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
PRIZE ESSAY CONTEST 


The American Dermatological Association is again 
offering a prize of three hundred dollars for the best 
essay submitted for original work, not previously pub- 
lished, relative to some fundamental aspect of dermatol- 
ogy or syphilology. The purpose of this contest is to 
stimulate investigators to original work in these fields. 

Manuscrips typed in English with double spacing 
and ample margins as for publication, together with 
illustrations, charts, and tables, all of which must be 
in triplicate, are to be submitted not later than January 
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1, 1953. The manuscripts should be sent to Dr. Louis 
A. Brunsting, Secretary, American Dermatological As- 
sociation, 102-110 Second Avenue, Southwest, Rochester, 
Miinesota. Those which are incomplete in any of the 
above respects will not be considered. 

Competition in this prize contest is open to scientists 
generally, not necessarily to physicians. 

The award will be made by a committee of judges 
selected to pass on the essays by the Research Aid Com- 
mittee of the American Dermatological Association and 
the decision of the judges shall be final. The essays are 
judged on the following considerations: (1) originality 
of ideas; (2) potential importance of the work; (3) 
experimental methods and use of controls; (4) evalua- 
tion of results; (5) clarity of presentation. This con- 
test is planned as an annual one, but if in any year, 
at the discretion of the Committee and judges, no 
paper worthy of a prize is offered, the award may be 
omitted. 

The prize-winning candidate may be invited to present 
his paper before the annual meeting of the American 
Dermatological Association with expenses paid in addi- 
tion to the three hundred dollar prize. Further infor- 
mation regarding this essay contest may be obtained by 
writing to the Secretary of the American Dermatological 
Association. 


The next annual meeting of the American Derma- 
tological Association will be held June 9-13, 1953, at The 
Lake Placid Club, Essex County, New York. 


PSYCHIATRIC RESIDENT PROGRAM 


The California Department of Mental Hygiene is 
offering a five-year psychiatric resident program for 
physicians wishing to qualify for the certificate of 
the American Board of Psychiatry and Neurology. 
The first, third and fourth years will be devoted 
to regular psychiatric residency training. The sec- 
ond and fifth years, the resident serves as a staff 
psychiatrist at a California State hospital or clinic. 
The salary starts at $436 a month, with yearly in- 
creases that bring it to $530 a month for the fifth 
year. 

Inquiries may be sent to the California State Per- 
sonnel Board, 1015 L Street, Sacramento, California. 


VAN METER PRIZE AWARD 


The American Goiter Association is again offering 
the Van Meter Prize Award of $300.00 and two 
honorable mentions for the best essays submitted on 
original work in problems related to the thyroid 
gland. 

These essays may cover either clinical or research 
investigations and should not be longer than 3,000 


(Continued on Page 788) 
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VAN METER PRIZE AWARD 
(Continued from Page 786) 


words. They must be written in English and typed, 
double spaced copy in duplicate should be sent to 
Corresponding Secretary Dr. George C. Shivers, 100 
East Saint Vrain Street, Colorado Springs, not later 
than February 15, 1953. 

The judging committee is composed of men par- 
ticularly qualified to analyze the merits of the essays 
submitted. 

In the event that essays of sufficient merit are en- 
tered in the competition, the award will be presented 
at the annual meeting of the Goiter Association to 
be held in Chicago on May 7, 8, 9, 1953, and a place 
will be reserved on the program for the author, if it 
is possible for him to attend. The essay will also 
be published in the Proceedings of the Association. 


FISK FUND PRIZE DISSERTATION 


“The Present Status of Anti-Coagulent Therapy” 
is the subject announced by the trustees of the Caleb 
Fisk Fund of Rhode Island Medical Society for their 
1952 prize dissertation. 

An award of $200 will be presented to the author of 
the best dissertation submitted. Entries must be re- 
ceived by December 1, 1952, with a motto thereon, 
and a sealed envelope included with the same motto 
inscribed on the outside and the name and address 


REPORTS AND ANNOUNCEMENTS 








of the author inside. The successful contestant will 
also agree to read his paper before the Rhode Island 
Medical Society at its annual meeting on May 7, 
1953. Copy must be typed, doubled spaced and should 
not exceed 10,000 words. 

For further information write to the Rhode Island 
Medical Society, 106 Francis Street, Providence 3, 
Rt 


BIOLOGICAL PHOTOGRAPHIC ASSOCIATION 


The Upper Midwest Chapter of the Biological Photo- 
graphic Association decided to hold one “open” meet- 
ing and to extend an invitation to persons of this area 
who have a sincere interest in scientific photography. 

The meeting will be held September 27 and 28 in 
Room 111, Owre Hall, on the Main Campus of the 
University of Minnesota, starting at 1:00 P.M. on Sat- 
urday, September 27. The wives of men attending are 
cordially invited to attend the meeting or the banquet 
or both. 

The Saturday afternoon session will consist of a tour 
of the Sound Stage of the Audio Visual Shop of the 
University and will be followed by lectures and demon- 
strations covering these subjects— 

1. Cinephotcmicrography of the circulatory system in 
a bat’s wing. 

2. Autoradiography—a new technic using both gamma 
and beta radiation. 


(Continued on Page 790) 
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If the concept of an ideal dietary supplement could be 
formulated, it might well be one that provides qualitatively 
every substance of moment in human nutrition. It would pro- 
vide those for which human daily needs are established as 
well as others which are considered of value, though their 


roles and quantitative requirements remain unknown. 
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closely alike in their nutrient values. 
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REPORTS AND ANNOUNCEMENTS 


BIOLOGICAL PHOTOGRAPHIC ASSOCIATION 
(Continued from Page 788) 


3. Stereo-photomicrography in color for plant pa- 
thology. 

4. Use of the Dye 
photography. 
Time will be allowed for answers to questions from the 
audience. 


Transfer Process in medical 


The Saturday evening session will consist of the ban- 
quet, a brief business meeting of the Chapter and re- 
ports of the delegates to the national conventions of the 
Biological Photographic Association and the Photo- 
graphic Society of America. Discussion will be held at 
this time concerning the advisability of holding one-day 
seminars on specific photographic processes during the 
year. 

An Open House will be held starting Sunday morning 
in the Dental and Medical photographic laboratories of 
the University. 

For reservations write to J. H. Rothenberger, School 
of Dentistry, University of Minnesota, Minneapolis 14. 


DEDICATION OF MEDICAL SCIENCES BUILDING 
AT MAYO CLINIC AND MAYO FOUNDATION 


A new addition to the Medical Sciences Building of 
the Mayo Clinic and Mayo Foundation at Rochester, 
Minnesota, will be dedicated on September 26 by Dr. 
Vannevar Bush, president of the Carnegie Institution of 
Washington, D. C., director of the Office of Scientific 
Research and Development from 1941 to 1946, and 


prominent in research endeavors in various fields of 
science in the United States. Dr. James Lewis Morrill, 
president of the University of Minnesota; Dr. Victor 
Johnson, director of the Mayo Foundation for Medical 
Education and Research; and Dr. Theodore C. Blegen, 
dean of the Graduate Cchool, University of Minnesota, 
are expected to take part in the dedication exercises. 

On the same day Frank C. Mann Hall in the Medical 
Sciences Building will be dedicated. It is named for 
Dr. Frank C. Mann, who was for many years director 
of the Mayo Foundation Institute of Experimental 
Medicine and professor of experimental surgery in the 
Mayo Foundation, Graduate School, University of Min- 
nesota. Speakers at this occasion will be Dr. Owen 
H. Wangensteen, professor and chairman of the De- 
partment of Surgery in the University of Minnesota 
Medical School at Minneapolis; Dr. Lester R. Drag- 
stedt, Thomas D. Jones, Distinguished Service Profes- 
sor and chairman of the Department of Surgery, Uni- 
versity of Chicago; and Dr. Chester Morse Jones, clini- 
cal professor of medicine in the Harvard University 
Medical School. 

The addition to the Medical Sciences Building was 
begun in April, 1949. It is a five-and-a-half story 
building 130 by 152 feet, and enlarges the capacity of 
the Medical Sciences Building to a total of 140,000 
square feet of floor space which can be devoted to 
useful purposes. The completed construction brings to- 
gether in a single modern, conveniently located structure, 
the laboratory facilities for medical education and re- 
search; and provides these fundamental fields of medi- 


(Continued on Page 792) 
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(dihydromorphinone hydrochloride) 





@ Dilaudid is subject to Federal narcotic regulations. 


COUNCIL ACCEPTED 


Powerful opiate analgesic - dose, 1/32 grain to 1/20 grain. 
Potent cough sedative - dose, 1/128 grain to 1/64 grain. 
Readily soluble, quick acting. 


Side effects, such as nausea and constipation, seem less 
likely to occur. 


An opiate, has addictive properties. 


Dependable for relief of pain and cough, not administered 
for hypnosis. 
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® Reinforced at all points of stress 


These stockings are made of two-way stretch ny- 
lon elastic and will adapt themselves to the contour 
of your patients leg, assuring adequate compres- 
sion where needed. 





Sizes: Small, Medium and Large 


For prompt, efficient and satisfactory service send your orders for ana- 
tomical supports, elastic hosiery and trusses to P&H, or if you prefer you 
can refer your patients to us for expert fitting by our male and female 


fitters who are at your service at all times. If you do not already have 


our latest truss catalog send for same today—_M—852 A. 
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DEDICATION OF MEDICAL 
SERVICES! BUILDING 


(Continued from Page 790) 


cine an opportunity for closer collaboration not only 
with one another but with the various clinical and 
surgical fields. 


AMERICAN COLLEGE OF SURGEONS 


* The Forum on Fundamental Surgical Problems, one 
of the most important features of the 38th Clinical 
Congress of the American College of Surgeons to be 
held at the Waldorf-Astoria, New York City, September 
22 through 26, will again be a focus of national atten- 
tion because of its consistent record of encouraging new 
ideas leading to advances in surgery. Each year the 
Forum hears papers by younger men whose independent 
and original research adds to existing knowledge in the 
field. The Forum will begin Monday and continue 
through Friday, with fifteen sessions in all. Dr. Owen 
H. Wagensteen, Professor of Surgery, University of 
Minnesota Medical School, is chairman of the Surgical 
Forum Committee. 


MINNESOTA PUBLIC HEALTH CONFERENCE 


Problems of old age and rehabilitation will be featured 
at the Minnesota Public Health Conference this year. The 
conference will meet October 2 and 3 at the St. Paul 
Hotel, St. Paul, and is open to anyone interested in public 
health. Minnesota physicians who will participate in talks 
and panels include Dr. E. L. Tuohy, Duluth; Dr. Frank- 
lin Top, professor in the School of Public Health, Uni- 
versity of Minnesota; Dr. James P. O’Keefe, St. Cloud; 
Dr. Robert N. Barr and Dr. D. S. Fleming, Minnesota 
Department of Health; Dr. Russell H. Frost, superin- 
tendent of Glen Lake Sanatorium; Dr. Walter P. Gard- 


RELIABILITY! 


For years we have maintained the 
highest standards of quality, expert 
workmanship and exacting conform- 
ity to professional specifications .. . 
a@ service appreciated by physicians 
and their patients. 

ARTIFICIAL LIMBS, TRUSSES, 
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ner, St. Paul; Dr. Mary E. Giffin, Dr. V. O. Wilson and 
Dr. Charles Scheard, Rochester; Dr. S. A. Whitson, 
Albert Lea; Dr. E. A. Kilbride, Worthington; Dr. 
E. C. Bayley, Lake City; Dr. H. A. Roust, Montevideo; 
and Dr. G. S. Boyer, Crookston. Dr. D. R. Gillespie, 
past president of the St. Paul Health Council, will be 
toastmaster at the annual banquet on Thursday evening, 
October 2. 


CONTINUATION COURSES 


Tuberculosis for Lay Persons—The University of 
Minnesota in conjunction with the Minnesota Public 
Health Association will present a continuation course in 
Tuberculosis for Lay Persons particularly interested in 
this field. The course will be held at the Center for 
Continuation Study on the University of Minnesota cam- 
pus from October 27 to 29, and emphasis will be placed 
on the public health aspect of tuberculosis. 


Chest Diseases—A. continuation course in Treatinent 
of Diseases of the Chest will be presented by the Uni- 
versity of Minnesota in conjunction with the American 
College of Chest Physicians and the Minnesota Chapter 
of the American Trudeau Society on October 16-18, 
1952, at the Center for Continuation Study. 

Intended primarily for physicians engaged in gen- 
eral practice, emphasis will be placed on the treat- 
ment of the various types of pulmonary disease. 
Guest participants include two outstanding authori- 
ties in this field: Dr. Arthur J. Vorwald, director of 
the Trudeau Foundation and the Saranac Laboratory, 
Saranac Lake, New York, and Dr. Paul A. Bunn, 
professor, Department of Medicine, State University 
of New York, Syracuse. Dr. Vorwald will also ad- 
dress the American Trudeau Society on Friday eve- 
ning, October 17, when he will discuss “The Effects 
of BCG Vaccination in Silicotic Animals.” 

The remainder of the faculty for the course will 
consist of members of the clinical and full-time staff 
of the University of Minnesota Medical School and 
the Mayo Foundation. 


Clinical Chemistry—The University of Minnesota will 
present a course in Clinical Chemistry for Medical 
Technologists on October 7 and 8, 1952, at the Center 
for Continuation Study. Presented under the direction 
of Dr. Gerald T. Evans, director of hospital laboratories, 
the program will emphasize methods for the determina- 
tion of electrolytes and the clinical application of 
these methods. The use of radioactive isotopes in 
medicine will also be discussed. 


The faculty will include members of the staff of 
the University of Minnesota Medical School. 
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* Of General Interest + 





Dr. James Rogers Fox, of the University of Min- 
nesota Medical School and the Health Service, has 
returned from Europe after several months. While 
he was in Europe, he made his headquarters in Scot- 
land where he was a member of the faculty of In- 
ternal Medicine at the University of Edinburgh. In 
addition, Doctor Fox participated in the postgraduate 
course in Internal Medicine at Edinburgh; addressed 
a meeting of members of the British and Irish Med- 
ical Associations in Dublin; and was the guest speak- 
er of the annual meeting of the British Health Off- 
cers which was held in Nottingham. 

He had the opportunity of observing methods em- 
ployed in leading medical schools, health services, 
hospitals, and industrial medical centers throughout 
the British Isles and on the European mainland. 
However, the unique feature was that Doctor Fox 
was made a member of the British Medical Council 
Registry and as such participated in the National 
Health Service. This gave him first-hand experience 
in socialized medicine which he intends to discuss 
when he resumes his weekly radio health talks. 

* * * 

Dr. Louis A. Buie, professor of surgery in the 
Mayo Foundation, was presented with the 1952 
Alumni Honor Award and Gold Key by the Medical 
Alumni Association of the University of Maryland 
“for outstanding contributions to medicine and dis- 
tinguished service to mankind.” The presentation 
was made June 5, when Dr. Buie addressed the asso- 
ciation on “The Fruit of Loyal Nature and of Noble 
Mind.” 


* * * 


Dr. James L. Jaeck, University of Minnesota ’37, 
recently completed his residency in Pathology under 
Dr. E. T. Bell at the Veterans Administration Hos- 
pital in Minneapolis. Dr. and Mrs. Jaeck (Evange- 
line Langhoff, Minnesota ’40), and their three chil- 
dren will reside in La Crosse, Wisconsin, where 
accepted an appointment as Pa- 
thologist and Director of Laboratories of the Gunder- 
sen Clinic and La Crosse Lutheran Hospital. Dr. 
Jaeck was in general practice in Minneapolis for 
several years and served in World War II as a Lt. 
Commander in the U. S. Naval Reserve. 

* a a 


the doctor has 


Following his discharge from service in the U. S. 
Navy, Dr. F. H. Koenecke, formerly of Ceylon be- 
gan general practice at Lakefield on July 1, 
he is associated with Dr. Victor W. Doman. 

* ae a 

Dr. Walter R. Ramsey, St. Paul, has contributed 
a chapter to the Encyclopedia Arctica, which is to be 
published in the near future. Entitled “Pembina and 
Pemmican,” it tells about the ox carts that plied be- 
tween St. Paul and Pembina up on the Canadian 
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where 


border prior to motorized travel. Pemmican, of 
course, is the dried buffalo meat that was a common 
source of sustenance for travelers in unsettled areas 
in pioneer days. 

x * * 

Announcement has been made of the affiliation of 
Drs. Charles E. Rea and Frederick M. Owens in the 
practice of surgery, with offices at 962 Lowry Medi- 
cal Arts Building, St. Paul. 

* * * 

Dr. Martin E. Janssen, a diplomate of the American 
Board of Internal Medicine is now associated with 
Dr. Joseph N. Gehlen and Dr. Frank J. Milnar in 
the practice of internal medicine. Their offices are 
at 714 Lowry Medical Arts Building, St. Paul. 

* * * 

The American Board of Internal Medicine has cer- 
tified Dr. J. Gordon Beaton, who is a member of 
the Fritsche Clinic in New Ulm. 

x * * 


The Commission on Chronic Illness, located for 
the past two years in Chicago, where it has been 
occupying office space donated by the AMA, moved 
to Baltimore on July 1, 1952. In Baltimore the Com- 
mission will be housed in offices provided through 
the generosity of Johns Hopkins University School of 
Hygiene and Public Health. 

The AMA is one of four organizations that found- 
ed the Commission in 1919 and it has, and will con- 
tinue to,”contribute substantial financial support for 
its program. Dr. Dean W. Roberts has been ap- 
pointed director of the Commission, and Peter G. 
Meek, who has been serving as acting director, has 
assumed the duties of assistant director. Dean E. 
Krueger will continue as program analyst. 

* * * 

Dr. Lyle Benson, recently released from military 
service after 14 months with the Viking Division at 
Camp Rucker, Alabama, has resumed his practice 
at Tracy. At the time of his separation from the 
Army in May, Dr. Benson was commanding officer 
of the Twentieth Clearing Company, Tracy Guard 
unit. Previously he had been division sanitary of- 
ficer. 

x * x 


The AMA House of Delegates officially abolished 
fellowship in the Association at the June session in 
Chicago. Provision has been made for service, affiliate 
and honorary fellowships to be incorporated in the 
membership classification. All candidates for mem- 
bership in the Association will be screened by the 
Judicial Council prior to acceptance. 

* * * 


Announcement has been made of the election of 
Dr. Northrup Beach, Minneapolis, as a fellow of the 


_American Academy of Pediatrics. 
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Dr. John O’Leary, who has been affiliated with the 
Dr. Otto Seifert Clinic at New Ulm, has terminated 
his practice there to resume his medical studies at the 
University of Minnesota. 

Dr. O’Leary is taking a three years’ course in 
internal medicine and will alternate between the 
Wiversity and the Veterans Hospital at Fort Snell- 
ing. 

* * * 

Effective in July, Dr. James Doyle became asso- 
ciated in a partnership with Dr. H. A. Wente at 
Rochester. 

A graduate of the University of Minnesota, Dr. 
Doyle is a native of Owatonna. Following the com- 
pletion of his university course in 1949, he joined the 
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Army Medical Corps and has been in service for the 
past three years. With the rank of captain, his last 
assignment was as commandant of the 33rd Station 
Hospital at Bordeaux, France. 

Dr. Wente, who began his practice at New Ulm 
three years ago, was a classmate of his new partner 
at St. Thomas College and the University of Minne- 
sota. 

x * * 

In complement to his forty years of service on the 
faculty of the University of Minnesota Medical 
School, Dr. Moses Barron was guest of honor at 
a dinner given by fellow faculty members on June 
28. 


Dr. Barron retired as professor emeritus of medi- 
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cine on July 1, but he is continuing private prac- 
tice. He joined the school in 1912 as a demonstrator 
in pathology and bacteriology and was made an in- 
structor the following year. In 1917 he was ap- 
pointed an assistant professor and a full professor 
in 1933. 

* * * 

Dr. Milton Plucker has opened offices for general 
practice at Storden. A native South Dakotan, Dr. 
Plucker recently completed his internship at Omaha, 
Nebraska. 

x * 

Dr. and Mrs. Louis A. Brunsting, of Rochester, 
sailed on the S. S. Mauretania for Europe in June. 
Dr. Brunsting, who is a member of the dermatology 
section at the Mayo Clinic, presented a paper at the 
International ‘Congress of Dermatology and Syphil- 
ology held in London in July. 

Before returning liome, Dr. and Mrs. Brunsting 
will visit in England, Scotland, Germany, Holland 
and Sweden. 

x * * 

Dr. Robert Molenaar has engaged in practice at 
Cannon Falls, where he is located in the offices for- 
merly occupied by Dr. George Bagby in the Lukach 
Building. 

A 1951 graduate of the University of Minnesota, 
Dr. Molenaar recently completed his internship at 
Ancker Hospital, St. Paul. 

x * * 

Announcement has been made of the appointment 
of Dr. David Struxness to the Alexandria Clinic, 
where he will be associated with Drs. L. F. Wasson, 
C. E. Carlson, G. W. Clifford, P. M. Geiser and 
H. L. Stemsrud. 

Dr. Struxness is a native of North Dakota, but he 
grew up at Belgrade, Minnesota. Prior to entering 
the University of Minnesota, where he received B.S. 
and M.D. degrees, he had taken a Bachelor of The- 
ology degree at Luther College. Since his completion 
of his medical course at the the university a year ago, 
he has been a member of the staff at the General 
Hospital in Minneapolis. 

x ok * 

A permit for construction of a clinic building on 
East Broadway at Little Falls has been issued to 
Dr. Glenn P. Schmitz. A modern one-story brick 
building, it will be approximately 25 by 75 feet in 
area. Construction was started in July, but Dr. 
Schmitz does not expect it to be ready for occupancy 
until early next spring. 

* * 

Although Gaylord is only 1,050 in population the 
community is assured of the best of medical care by 
a twenty-bed hospital which was opened this spring 
and a new clinic building recently completed by 
Dr. D. C. Olson. 

Equipped with modern x-ray facilities, the clinic 
includes a laboratory, two examination rooms, with 
dressing rooms adjoining, a pediatrics room, a com- 
bination treatment-recovery room, offices and recep- 
tion room. 
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THE SHELTERING ARMS: 


4330 River Road, Minneapolis 6, Minnesota 
A HOSPITAL FOR TREATMENT OF POLIOMYELITIS 


Acute and Convalescent 


Fully Approved by American College of Surgeons 
Modern treatment—Staff includes Kenny trained technicians 





Dr. Paul F. Meyer, Faribault, has announced his 
affiliation with Dr. Robert P. Meyer, recently of 
Chicago, in the practice of medicine and surgery. 

A graduate of the University of Minnesota School 
of Medicine, Dr. Robert Meyer also studied at 
Harvard University. His internship was served at the 
Presbyterian Hospital, Chicago, where he had four 
years of resident training in general surgery. He is 
a member of the American College of Surgeons, a 
candidate of the American Board of Surgery and 
was formerly on the faculty of the University of 
Illinois School of Medicine, Department of Surgery. 

Dr. Meyer has done considerable research in both 
general and thoracic surgery and he was a member 
of the Chicago Thoracic Surgical Society and the 
Chicago Medical Society. 

* * * 

The American Board of Internal Medicine has an- 
nounced certification of Dr. John G. Rukavina, of St. 
Paul. 

Following his graduation from the University of 
Minnesota, Dr. Rukavina enlisted in the Army Medi- 
cal Corps, where he held the rank of captain. On 
completion of his internship at St. Mary’s Hospital, 
Duluth, he was appointed resident physician. 

x * * 

The summer quarterly bulletin of the Mayo Clinic 
and Foundation reports the appointment of seven 
new consultants at the Clinic. They are Drs. Paul 
M. Brickley, Edward C. Clark, Henry W. Dodge, Jr., 
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William T. Foulk, Ward S. Fowler, Richard A. 
Groat, and R. Drew Miller. 

Dr. Brickley received his medical degree in 1943 
and was later in active service in the Army Medical 
Corps. In July, 1948, he was admitted as a fellow 
in opthalmology at the Mayo Foundation and re- 
ceived an M.S. degree in ophthalmology from the 
University in 1952. 

Dr. Clark was graduated in medicine in 1943 and 
later served in the Army Medical Corps. He has 
been assistant professor of neurology at the Uni- 
versity of Iowa College of Medicine since 1949, 

Dr. Dodge received his M.D. degree in 1943 and 
shortly afterward was assigned to active duty in 
the Army Medical Corps. In 1948 he entered the 
Mayo Foundation as a fellow in neurosurgery and 
received an M.S. degree in June, 1951. 

Dr. Foulk received his medical degree in 1942. He 
served in the Army Medical Corps and entered the 
Mayo Foundation on October 1, 1947, and received 
an M.S. degree in medicine from the University of 
Minnesota in 1950. 

A 1941 graduate of the Harvard Medical School, 
Dr. Fowler was in active service in the Army. Since 
1947 he has been a member of the staff of the de- 
partment of physiology at the University of Pennsyl- 
vania Graduate School of Medicine. 

Dr. Groat received a Ph.D. degree in 1941 and was 
anatomy instructor at Emory University in 1941 and 
1942; at Oglethorpe University in 1943. From there 
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he went to Northwestern University as an associate 
in neurology, and later assistant professor of neu- 
rology until 1946. He then was made assistant pro- 
fessor of histology and neuroanatomy and finally 
professor of anatomy and director of the depart- 
ment of anatomy at Bowman Gray School of Medi- 
cine, where he received his medical degree in 1952. 

A veteran of the Navy Medical Corps, Dr. Miller 
received his medical degree in 1945. He entered the 
Mayo Foundation in October, 1948, and received an 
M.S. degree in December, 1951. 

* * * 


Announcement has been made by the Olmsted 
County Community Council—an organization for 
promotion of youth programs—of the election as 
president of Dr. H. F. Helmholz, of Rochester. For- 
merly head of pediatrics at the Mayo Clinic, Dr. 
Helmholz served as chairman of ‘President Truman’s 
White House Conference on Children and Youth 
in 1950. 

os» 

Dr. J. L. Bader, who received his medical degree 
at the University of Nebraska in June, 1951, has 
joined the staff of the Slayton Clinic at Slayton. The 
other members are Dr. R. F. Pierson and Dr. Dean 
D. Nywall. 

A Navy veteran of World War II, Dr. Bader 
spent two and a half years of four and a half years 
stretch in the Pacific Theater. He is a native of 
Nebraska ‘City and his internship was served at the 
Clarkson Hospital in Omaha. 

* * & 

Roy T. Pearson, formerly on the staff of the 
Veterans’ Hospital at Fort Snelling, has moved from 
Shakopee to Spokane, Washington, where he will 
be associated with the Veterans’ Hospital. 

* * a 

The Moorhead Clinic has announced the addition 
of two more physicians to the staff. They are Dr. 
Vernon Carlson, of South St. Paul, and Dr. E. W. 
Humphrey, Jr., son of E. W. Humphrey, of the 
Clinic. 

3oth general practitioners, they received their 
medical degrees from the University of Minnesota in 
1952 and interned together at General Hospital, 
Minneapolis. 


Dr. Carlson served as a lieutenant (jg) in the 
Navy for three years during World War II, with 
assignment in the Pacific Theater. 

Also a veteran of World War II, Dr. Humphrey 
spent six months in the Counter Intelligence Corps, 
six months in the Infantry, and attended a Japanese 
language school for a year. 

e © @ 

Dr. Wallace E. Anderson, of Minneapolis, where 
he was born and grew up, opened offices at Lakeville 
on July 1. A veteran of World War II, Dr. Ander- 
son served for forty-one months as a weather meteor- 
ologist in the Air Force. He began his study of 
medicine at the University of Illinois, but transferred 
to the University of Minnesota, where he was gradu- 
ated in June, 1951. His internship was served at 
Ancker Hospital, St. Paul. 

Dr. Anderson is a member of the staffs of the 
Deaconess Hospital, “Minneapolis and the Sanford 
Hospital at Farmington. At Lakeville he replaces Dr. 
Kenneth E,. Stein, who has gone to Pierz to be as- 
sociated in practice with his brother, Dr. Raymond 
J. Stein. 

*x* * * 


Dr. Milo Hanson, formerly of Glendive, Montana, 
has joined the Little Falls Clinic, where he will have 
charge of internal medicine patients. The other mem- 
bers of the staff are Dr. George Heine, obstetrician 
and pediatrician, and Dr. G. M. A. Fortier, surgeon. 

Commissioned an ensign, Dr. Hanson served in the 
U. S. Navy from 1943 until the end of the war and 
was in active combat duty in the Pacific Theater. 
After his separation from service, he entered the 
University of Minnesota and was graduated. He 
interned at Ancker Hospital, St. Paul. 

‘.¢ «6 

In recognition of his outstanding service to the 
Church, society, and the Holy See, Dr. Francis J. 
Schatz, of St. Cloud, has been made a member of the 
Order of St. Gregory the Great by Pope Pius XII. 
Carrying the rank of knighthood, this is the highest 
honor conferred by the Vatican on laymen. 

A native of Montgomery, Minnesota, Dr. Schatz 
attended St. Thomas College, St. Paul, from 1900 to 
1905. In 1905 and 1906 he was at Creighton Univer- 
sity, Omaha, Nebraska, and received his medical 














The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 
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oa New .. Modern . . Complete . . 
tred Providing the highest standard of service at the lowest cost. 
adu- e Occupational therapy and recreational department. 
1 at e Complete X-ray and laboratory. 
e Electrocardiography—basal metabolism. 
the —— a e Electroencephalography available. 
ford e All patients rooms air-conditioned. 
Dr. e Background music and psychotherapy sound equipment. 
as- e Medically staffed by every neurologist and psychiatrist 
iond in Saint Paul. 
e Especially trained nursing staff. 
ap MEMBER of the American Hospital Association 
‘ MEMBER of the Minnesota Hospital Association 
ana, Ley, APPROVED by the Minnesota State Medical Association 
and the Ramsey County Medical Society. 
seat 
aa s CRESTVIEW HOSPITAL e 145 W. College Ave., St. Paul 
cian a! GArfield 5841 
on, Saint pau P . 
the we A non-profit organization 
and 
ater. degree from Jefferson Medical School in Philadelphia sachusetts, was awarded a medal for outstanding 
the in 1909, achievement at the University of Minnesota Cen- 
He He began his practice at Turtle Lake, Wisconsin, tennial exercises in 1950. 
in 1910; moved to Rosemount, Minnesota, in 1912 In his new appointment, the doctor will be mainly 
and was in practice there until 1920, excepting for concerned with teaching and research. His research 
the one year’s absence for Army service in World War I. career dates back prior to his graduation from the 
2. He moved to St. Paul in 1920 and a year later estab- university in 1928, when, at 21, he went to China as 
the lished his offices at St. Cloud. an entomologist to do research on fly-borne diseases. 
XII. Dr. Schatz has done postgraduate work in ob- oe 
hest stetrics at the Chicago Postgraduate School, Chi- , ; - : 
cago Lying-in Hospital, Washington University, Tu- Retirement in July terminated 34 years of associ- 
Se aier tt, 4 ‘ ation with the Mayo Clinic for Dr. John de Jarnette 
1atz lane University and the Maternity Hospital at the : 
Kine Ceivwaley of BMinasceta. Pemberton—a tenure of service exceeded by only 
ver- Since locating at St. Cloud, Dr. Schatz has de- 'W° other snambers of the Clinic. They biped Oe. Ht. 
ical livered 7,700 babies—more than half of them in W. Meyerding, who was there for thirty-eight years 
Ria and Dr. D. C. Balfour, 37 years. A general surgeon, 
— a Dr. Pemberton was particularly interested in surgery 
of the thyroid gland. 
Dr. J. A. Malerich, St. Paul, has returned from Born on May 3, 1887, in Wadesboro, North Caro- 
Denver, where he has been studying at the University ina, Dr, Pemberton graduated from the University 
of Colorado for the past year. Dr. Malerich, who of North Carolina and received his medical degree 
was in practice on the West Side for a number of from the University of Pennsylvania in 1911. After 
years, has reopened his offices there in association interning at the Protestant Episcopal Hospital in 
with Dr. E. A, Johnson. Philadelphia, he came to the Mayo Clinic as a fellow 
* * & in surgery on May 1, 1913. The following year he 
Announcement has been made of the appointment was appointed first assistant in surgery and on Jan- 
of Dr. Arthur T. Hertig, a former Minnesotan, as uary 1, 1918, was made head of a section on surgery. 
Shattuck professor of pathology at Harvard Uni- That same year he received an M.S. degree in sur- 
versity Medical School. gery from the University of Minnesota. 
Dr. Hertig, who is pathologist and senior ob- Since 1936 he has filled the post of professor of 
= stetrician at the Lying-in Hospital at Boston, Mas- surgery in the Mayo Foundation graduate school, 
‘INE Avucust, 1952 799 
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University of Minnesota. He was certified as a 
specialist in surgery by the American Board of Sur- 
gery in 1937. 

* * * 

Dr. Leroy W. Hanson, Minneapolis, is now asso- 
ciated with Dr. Henry A. Korday in practice at Peli- 
can Rapids. Formerly a resident of Hallock, Dr. 
Hanson, who received his medical degree at the 
University of Minnesota, recently completed a year’s 
surgical training at the Minneapolis General Hospi- 
tal. During World War II he served for two years 
in the Army Medical Corps. 

Se 

Announcement has been made of the appointment 
of Dr. Harold Kletschka, recently surgeon with the 
Bratrud Clinic at Thief River Falls, to the surgical 
staff of the New York University Medical Center, 
New York City, where he assumed his duties in 
July. 

A graduate of the University of Minnesota Medical 
School, Dr. Kletschka served his internship and had 
one year of surgical training at Kings County Hos- 
pital, New York City. From there he went to the 
University of Michigan, where he did postgraduate 
work in general and thoracic surgery for two years. 

* * * 

Dr. James A. Nesse, formerly of Thief River Falls, 
has joined Dr. Paul C. Leck in medical practice at 
Austin, with offices in the Medical Building at 605 
N. Main Street. 

Dr. Nesse took his pre-medical work at St. Olaf Col- 
lege, Northfield, where he graduated in 1941. He then 
enlisted in the Air Force and completed 35 missions 
as a bomber pilot in the ETO. Following his separa- 
tion from service, he enrolled at the University of 
Minnesota and received his medical degree in 1949. 
His internship was served at Brook General Hospi- 
tal, San Antonio, Texas. Recalled to military duty 
as an officer in the Air Force Medical Corps, Dr. 
Nesse served fourteen months in England, Japan 
and Korea. Following his discharge from service, he 
did nine months of postgraduate study at the Uni- 
versity of Colorado and the Denver General Hospital. 

e646 6 

The clinic at Gibbon, which was closed for ten 

months, leaving the community without a resident 


physician, has been reopened by Dr. A. Raynor and 
Dr. B. Racer, both recent graduates of the Univer- 
sity of Minnesota Medical School. 

Dr. Racer is a native of St. Paul, and Dr. Raynor 
comes from Des Moines, Iowa. 

* * * 

Drs. W. T. Nygren and E. F. Beyer, Braham, are 
now located on the ground floor of a building pur- 
chased by Dr. Nygren last March and which he has 
had remodeled to accommodate the needs of modern 
medical practice. Formerly, the doctor’s offices were 
located on a second floor and patients had to climb 
a stairs to reach them. 

Consisting of eleven rooms—offices, laboratory, 
x-ray room, lavatories, and closets—the new quar- 
ters are completely air-conditioned. 

The change of location also effected a change in 
name to the “Braham Clinic.” 

. * 8 

Offices for part-time practice of medicine in Flood- 
wood were opened on July 15 by Dr. Arnold I. 
Rajala, of the Itasaca Clinic at Grand Rapids. A 
native of Cromwell, Dr. Rajala received his medical 
degree from the University of Minnesota in 1951, 
completed a year’s internship at the Minneapolis 
General Hospital on July 1, and joined the Itasca 
Clinic on July 10. A veteran of World War II, he 
served in the Army Intelligence on Okinawa for three 
years. 

* * * 


Dr. Herman Miller, physician and surgeon, of 
Worthington, has moved to Grand Meadow, a com- 
munity that has been without medical service since 
the death of Dr. A. W. Eckstein a year ago. 


* * * 


Effective July 1, Dr. Milton Kaiser became as- 
sociated in practice with Dr. Howard Vogel at his 
clinic in New Ulm. 

A native of Humboldt, Nebr., Dr. Kaiser is a vet- 
eran of World War II, and it was while on assign- 
ment with the combat engineers that the idea of 
studying medicine first occurred to him. Following 
his separation from service in 1946, he returned to 
the University of Nebraska to take his medical train- 
ing. He interned at Miller Hospital, St. Paul. 
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A completely equipped sanitarium for the care of 


nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 





North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 





Phone Winnetka 6-0211 








Dr. Louis J. Wilson, has joined his father, Dr. 
R. H. Wilson, in medical practice at Winona. 

Dr. Wilson received his M.D. degree at the Uni- 
versity of Minnesota in June, having entered the 
medical school in 1947 and interned at St. Joseph’s 
Hospital in St. Paul. 

Born in Minneapolis on April 19, 1923, Dr. Wilson 
graduated from high school at Winona, then entered 
Grinnell College, Grinnel, Iowa, where he studied 
for two years. The summer and fall semesters of 
1943 he spent at the University of Minnesota, prior to 
going on active duty in the Navy in January, 1944. 
As an ensign, Dr. Wilson served on an aircraft carrier 
in the Pacific Theater until April, 1946. 

x *k 

Dr. Roger L. Anderson, who recently completed his 
internship at the Minneapolis General Hospital, has 
returned to his home town, Detroit Lakes, to prac- 
tice in association with Dr. William C. Dodds. Dr. 
Anderson took his medical degree at the University 
of Minnesota. 

* * * 

Dr. L. W. Barry and Dr. Nora Winther (Mrs. 
Barry) recently returned from Europe where they at- 
tended the meeting of the International College of Sur- 
geons—the main meeting in Madrid and sectional 
gatherings in Bordeaux, Barcelona, Lisbon and Vi- 
enna—and visited with Dr. Barry’s daughter, Helen 
(Mrs. Harry Skornia) in Vienna. Mr. Skornia is 
with the State Department there. They also visited 
in England. 


Aucust, 1952 


Announcement has been made of the establish- 
ment of a medical partnership consisting of Dr. 
W. H. Barr, of Wells, and his son Dr. James Barr. 

A 1951 graduate of the University of Minnesota, 
Dr. Barr completed his internship at Ancker Hos- 
pital in St. Paul on July 1. 

* * * 

The offices vacated by Dr. Merton Johnson at 
Storden have been leased by Dr. Milton W. Pucker, 
who took over July 1. 

Thirty-one years old, Dr. Pucker is a native South 
Dakotan. He began his medical studies at the Uni- 
versity of South Dakota School of Medicine, but 
completed them at the University of Nebraska, where 
he was graduated in May, 1951. During World War 
II he served three and a half years in the Air Force 
Medical Corps. 

* * * 

Thirty-two years of practice and on the job every 
day is the unusual record of Dr. A. W. Graham, of 
Chisholm, where he came in 1908 after answering 
an ad in a medical journal for a young doctor at the 
Mesabi Clinic. On the day he arrived, only the 
school and church were standing, as the rest of the 
community lay in ruins as the result of a devasting 
forest fire. Though sorely tempted to go back east, 
Dr. Graham stayed on and helped get Chisholm back 
in shape. 

In 1917, Dr. Graham was appointed school phy- 
sician, but he has always done more than just ex- 
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amine the school children; he sees that they get 
proper care. 

An outfielder with the New York Giants prior to 
entering medical practice, Dr. Graham is still a fan 
and played until eight years ago. Once a year he 
goes back to North Carolina, where his brother 
Frank was formerly president -of the University, 
but is now a UN mediator in the Kasmir dispute 
between Pakistan and India. 

During his 32 years of practice at ‘Chisholm, Dr. 
Graham has made fifty-five trips to Rochester, so 
as to keep in touch with medical advances. 

* es 


Dr. William F. Skaife, who recently completed 
his internship at Northwestern Hospital in Minneap- 
olis, has joined Drs, D. L. Johnson, A. H. Benson 
and Robert A. Stoy in practice at Little Falls. 

The son of Sam Skaife, druggist at Staples, Dr. 
Skaife took his pre-medic work at St. John’s Uni- 
versity at Collegeville and received his medical de- 
gree from Albany Medical College, Albany, New 
York in 1951. 




































* * * 


A change of name has been reported by the 
Estrem Clinic, Fergus Falls, to the Park Region 
Medical Center. A new clinic building is now under 
construction and will be ready for occupancy this 
fall. 

Members of the staff are Dr. Carl O. Estrem, Dr. 
Emmett A. Heiberg, Dr. Glenn J. Mouritsen, Dr. 
Carl J. Lund, Dr. Robert D. Estrem, Dr. Ralph 
Estrem and Dr. Rolf Daehlin. 

‘ns 6 


The AMA Council on National Emergency Medi- 
cal Service has announced availability of a booklet, 
Medical Aspects of Civil Defense, which covers the 
medical problems involved in civil defense. Included 
are items on civil defense organization, medical 
aspects of biological warfare, chemical defense, 
atomic burn injury, nature of air-raid casualties, 
mental health and atom-bomb injury. 

Copies are being distributed to all chairmen of state 
emergency medical service committees. Additional 
copies, at 25 cents each, can be obtained from the 
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Council on National Emergency Medical Service of 





the AMA. 
x * * 


Dr. Harold Thysell, formerly of Moorhead is now 
practicing in Crookston where he is associated with 
the Crookston Clinic. 

A veteran of World War II, Dr. Thysell was a 
fighter pilot on assignment with the Air Force in 
Italy. He received his medical degree from the 
University of Minnesota in 1951 and, until locating 
at Crookston, was an intern at Ancker Hospital in 
St. Paul. 


xk *k * 


Stella Elizabeth Delavan, daughter of the late Dr, 
Philip Delavan of Saint Paul, has won a scholarship to 
the University of California and will study medicine. 
She is the granddaughter of the late Dr. Owen McKeon 
of Saint Paul. 

"SS +. * 

At the commencement convocation of the University of 
Minnesota which was held in Minneapolis July 24, at 
8:00 o’clock, the following physicians were awarded 
degrees for work done in the Mayo Foundation: Dr. 
N. C. Hightower, Jr., Ph.D. in Physiology; Dr. R. C. 
Knutson, M.S. in Anesthesiology; Drs. W. G. Bannon, 
A. W. Robinson and D. A. Scholz, M.S., in Medicine; 
Dr. J. H. Webb, M.S., in Neurosurgery; Dr. C. L. Lay, 
M.S., in Obstetrics and Gynecology; Drs. W. H. Bene- 
dict and P. M. Brickley, M.S., in Ophthalmology; Drs. 
D. L. Becker, R. A. Seale and L. A. Stapley, M.S., in 
Pathology; Drs. A. S. Anderson and J. B. Seagle, M.S., 
in Pediatrics; Drs. H. A. Johnson and J. K. Masson, 


M.S., in Plastic Surgery; Drs. J. C. Carlisle, H. R. 
Stowe and E. A. Swift, M.S., in Surgery, and Drs. K. O. 


Ghormley, J. R. Longley, E. J. O’Shaughnessy and R. E. 
Wineland, M.S., in Urology. 


HOSPITAL NEWS 


Announcement has been made of the appointment 
of Dr. John Reitmann, superintendent of Sandstone 
State Hospital, as temporary superintendent of the 
Anoka State Hospital. 

According to Jarle Leirfallom, acting state director 
of public institutions, Dr. Reitmann, who is the 
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youngest superintendent in Minnesota mental hospi- 
tals) had requested that he be relieved of his duties 
at Sandstone, in order to continue psychiatric study 
at Rochester State Hospital. However, because of 
the emergency which resulted from the death in 
July of Dr. Edmund Miller, superintendent at Anoka 
for the past nine years, Dr. Reitmann will be in 
charge of both Anoka and Sandstone until a per- 
manent superintendent can be secured. 
* * * 

The Community Hospital elected Dr. Kenneth 
March of Cambridge as chief of staff at the regular 
meeting in June. Other officers elected at this time 
are Dr. Gerald Larson, of Cambridge, vice presi- 
dent, and Dr. Gordon Tesch, of Elk River, secre- 
tary-treasurer. 

Marianne Borglin, of St. Paul, joined the staff as 
x-ray technician on June 18. 

* * * 

The Appleton Municipal Hospital was officially 
opened on July 3, when the dedication services were 
attended by 1,750 persons. The program included 
addresses by Dr. Fred W. Behmler, of Morris, 
formerly in practice at Appleton and now president 
of the State Board of Health; Dr. Roger Kennedy, 
president of the State Medical Society; Dr. Robert 
Barr, deputy executive officer of the State Depart- 
ment of Health; and Dr. Helen Knutson, director of 
the division of hospital services, State Department 
of Health. Miss Lucy Wells, hospital administrator 
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was presented with the key to the hospital by the 
architect. 

Admittance of patients began on July 5, with the 
transfer of those who had been in Kauffman Hospital, 
which has served the community since Christmas, 
1918. Kauffman has been closed and the village has 
sold the building. 


BLUE CROSS-BLUE SHIELD 


Minnesota Blue Shield Progress—That Blue Shield 
is playing an increasingly important role in the eco- 
nomic phases of medical practice in Minnesota is shown 
from some of the statistical analyses contained in the 
1951 Annual Report of Minnesota Medical Service, Inc., 
recently released. For instance, during the past year en- 
rollment has increased one-fourth, payments of benefits 
to doctors for subscribers have increased almost one- 
half, and the proportion of costs of medical, surgical 
and obstetrical benefits have maintained practically the 
same previous ratio. Besides these facts, other analyses 
show growth, progress and increasing importance of 
Blue Shield in medical practice. 

Persons covered or protected by Blue Shield increased 
27.3 per cent during 1951. On January 1, 1951, 411,733 
people were participant subscribers, whereas on Decem- 
ber 31, 1951, this number had increased to 524,257. It is 
interesting to note further that 68,000 persons have single 
contracts while the family contracts total 128,000, giving 
a total of almost 200,000 contracts in effect. This por- 
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trays remarkable growth in the slightly more than four 
years during which Blue Shield has been in operation 
in Minnesota. 

Increasing economic value of Blue Shield to the med- 
ical profession is evident in that the amount paid to 
doctors in claims has increased from $2,200,000 during 
1950, to almost $3,100,000 in 1951. This represents an 
increase of 50 per cent during a period of only one year. 
Also, the total payment of over $6,600,000 in claims dur- 
ing a period slightly in excess of four years is remark- 
able. 

Of further interest are the amounts paid during 1951 
for different types of services. As shown in the re- 
port, surgical claims of $1,800,000, obstetrical claims of 
$559,000, medical claims of $518,000 and such ancillary 
claims as x-ray, endoscopy and anesthesia amounting to 
$140,000 were paid during 1951. These figures repre- 
sent a 78 per cent increase in the number of obstetrical 
claims, and a 35 and 19 per cent increase in the number 
of surgical and medical claims respectively. In this re- 
gard it is also pertinent that claims cost increased 4.4 
per cent per contract during 1951; that is, it increased 
from $16.54 per contract in 1950 to $17.26 per contract 
in 1951. 

In other reports made concerning Blue Shield during 
the last meeting of the Minnesota State Medical Associa- 
tion, it was stated that in its first four years Blue Shield 
has increased benefits on four different occasions. These 
benefit or fee increases have consisted of raising the ap- 
pendectomy fee from $75 to $100, increasing the ton- 
sillectomy fee from $25 to $30 for children under thir- 
teen years of age, initiating emergency medical care at 
daily rates above routine medical care, and establishing 
a more liberal policy of paying home and office calls 
for surgical treatment of wounds. In addition to these 
benefit increases, predictions have been made that many 
more fee increases will be announced in the near future. 
By comparison with the remaining seventy-five or more 
Blue Shield plans of the country, this record of in- 
creasing fees or benefits is second to none. 


New Blue Cross-Blue Shield Radio Program.—For 
over a year Cedric Adams has continued to prove his 
worth as “Good Will Ambassador” for Minnesota 
Blue Cross-Blue Shield, first in a limited way on radio 
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spot announcements and, since last December, on the 
popular and effective “Dinner At The Adams” half- 
hour Friday night program over WCCO-CBS. During 
this period, in addition to immeasurable service in build- 
ing good will for Blue Cross-Blue Shield, Cedric has 
‘achieved very tangible results in securing over 12,000 
inquiries, many of which have been converted into new 
Blue Cross and Blue Shield subscriber contracts. 

Therefore, commencing Sunday, June 29, the Cedric 
Adams’ WCCO radio presentation “Musical Guests” has 
been adapted to include three fifteen-minute programs 
per week (rather than one-half hour show) according 
to the following schedule: 


Sunday 7:00-7:15 p.m. 
Tuesday 6:30-6:45 p.m. 
Thursday 6:30-6:45 p.m. 


Further, in line with an idea formulated earlier in 
the year and as a further extension of the “dinner guest” 
idea, Cedric Adams’ show has been changed to include 
music and top personalities of the entertainment world. 
Hence the new name for the show will be Cedric 
Adams’ “Musical Guests.” Each program will now be 
a personal and musical interview between Cedric Adams 
and one or more of the nation’s top personalities of the 
musical or entertainment world. Some idea of the 
caliber of Cedric’s guests can be gained by looking at 
the listing of stars scheduled to appear on forthcoming 
programs; they are Dinah Shore, Eddie Arnold, Rose- 
mary Clooney, Tony Martin, Ginny Sims, Jo Stafford, 
Curt Massey, Jack Smith, June Hutton, Jack Owens, 
George Shearing and Paul Weston, to name only a few. 

This type of wholesome, popular, musical entertain- 
ment is made possible only through a combination of 
Cedric Adams’ nationwide friendship with celebrities, 
plus the desire on the part of these famous stars to co- 
operate with Blue Cross-Blue Shield on a_ public 
service basis. Otherwise such a superlative presentation 
of talent would be beyond the limited budget available 
to a service organization such as Blue Cross-Blue Shield. 

It is apparent that these radio presentations, coupled 
with Cedric Adams’ sincere and informative Blue Cross- 
Blue Shield messages to the public, will continue as a 
powerful magnet, winning and keeping many new friends 
for Minnesota Blue Cross-Blue Shield. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 


views of any or every recent book which may be of 
interest to physicians. 














FUNDAMENTALS OF PSYCHIATRY, by Edward 
A. Strecker, M.D. Sc.D., LL.D., Litt.D. F.A.C.P. 
Professor of Psychiatry and Chairman of the Depart- 
ment, Undergraduate and Graduate Schools of Medi- 
cine, University of Pennsylvania; Psychiatrist to the 
Pennsylvania, Philadelphia and Germantown Hospi- 
tals; Consultant and Chief-of-Service, Institute of the 
Pennsylvania Hospital; Consultant to the Surgeons 
General, U. S. Army and U. S. Navy, and formerly 
Consultant for the Secretary of War to_ the 
U.S.A.A.F.; Senior Consultant in Psychiatry, Vet- 
erans Administration; Consultant in Mental Hygiene, 
U.S.P.H.S.; Chairman, Committee on Psychiatry, Na- 
tional Research Council; Chairman, Committee on 
Psychiatry, American National Red Cross. 5th ed. 
250 p. -. Cost $4.50. Philadelphia: J. B. Lippincott 
Co., 1952. 


The fifth edition of this standard textbook of psy- 
chiatry is intended for all branches of the medical pro- 
fession. Almost every phase of psychiatry is touched 
upon in the space of 237 pages. 

The various diagnostic types of personality disturb- 
ance are presented descriptively. An attempt is made to 
explain some of the dynamic forces which are responsi- 
ble for or are associated with a particular diagnostic 
category. The material presented is not controversial. 
Most readers should have little difficulty accepting the 
author’s interpretations so far as they go. 

As an introduction for those who have had little ex- 
perience in psychiatry, the book has real value. The more 
experienced reader will find the book unsatisfying. 

There is a helpful glossary of psychiatric terms. 

Rosert P. Busu, M.D. 


CALCULATION OF INDUSTRIAL DISABILITIES 
OF THE EXTREMITIES. By Carl O. Rice, M.D., 
M.S., Ph.D., F.A.C.S., Clinical Associate Professor 
of Surgery, University of Minnesota Medical School 
Surgical -Staff, St. Barnabas Hospital, Minneapolis, 
Minnesota. Drawings by Jean E. Hirsch. 289 p. 
Illus. Price $10.50. Springfield, Ill.: Charles C 
Thomas, Publisher, 1952. 


This book will be of inestimable value to industrial 
surgeons. How to calculate industrial disabilities is 
given in a clear, simple manner. There is scarcely a 
disability that is not discussed and estimated, singly and 
in combination with other injuries. The illustrations are 
excellent, the type readable and the index complete. This 
volume is considered by this reviewer to be one of the 
best written to date on this subject. 


APHORISMS OF DR. CHARLES HORACE MAYO 
(1865-1939) AND DR. WILLIAM JAMES MAYO 
(1861-1939). Collected by Fredrick A. Willius, M.D. 
117 p. Price $2.75. Springfield, Ill.: Charles C 
Thomas, Publisher, 1951. 


When one thinks of Medicine in Minnesota, one thinks 
of ‘her most famous sons, Will and Charlie Mayo. Dr. 
Willius has collected a number of aphorisms of the 
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Doctors Mayo, which show what great surgeons, human- 
itarians they were. 

For some reason, Dr. Willius has seen fit to include 
the “lost oration” of Dr. Will Mayo before a committee 
of the Minnesota State Legislature on March 22, 1917, 
concerning the continuation of the affiliation of the grad- 
uate school of the University with the Mayo Foundation 
for medical education and research. At the time, the 
incident assumed the proportions of an international 
crisis; now to us of a later generation, the whole affair 
seems like the plot of a comic opera. It is akin to the 
case of the married couple where her folks at first do 
not approve of his; later when the union has been 
happy and fruitful, to bring up the past is not only dis- 
tasteful but a little embarrassing. 

There is a need for a book showing the development 
of the Mayo Brothers as surgeons. Some of this is 
given in the Clapesattle’s, “The Doctors Mayo,” but it 
is lost in the discussing of the family life, the develop- 
ment of the Clinic, et cetera. If Dr. Willius could do 
as well with the above subject as he has with the 
aphorisms, it will have a wide appeal. 


Rx FOR MEDICAL WRITING. A Useful Guide to 
Principles and Practice of Effective Scientific Writing 
and Illustration. By Edwin P. Jordan, M.D., and 
Willard C. Shepard. Price $2.50. Philadelphia: W. B. 
Saunders Co., 1952. 

Dr. Jordan has supplied the material on medical writ- 
ing and Mr. Shepard the sectior on illustrations. Both 
sections supply much valuable information for the phy- 
sician who contemplates to the best 
ability. 

The author emphasizes the fact that skill in writing 
is not a natural gift but is acquired by hard work. He 
discloses what is probably a secret to many—that the 
best written medical papers represent industry and 
numerous revisions. 

This small volume is well written and speaks for the 
experience of both authors. It is a rather brief and well 
condensed treatise on the subject. CBD. 


writing of his 


PATHOLOGY OF THE FETUS AND THE NEW- 
BORN. By Edith L. Potter, M.D., Ph.D., Associate 
Professor of Pathology, Department of Obstetrics 


BOOK REVIEWS 








and Gynecology, The University of Chicago; Pa- 
thologist, the Chicago Lying-in Hospital ; Chief Pa- 
thologist, the Chicago Department of Health. 574 p, 
Illus. Price $19.00. Chicago: The Year Book Pub- 
lishers, 1952. 

Not many years ago, the chief causes of death in in- 
fants were listed as pneumonia, status lymphaticus, mar- 
asmus, exudation diathesis, and causes unknown. It was 
only through the accumulated efforts of pathologists 
like Dr. Potter that reasons for nonsurvival of infants 
were brought to light. 

Like all of Dr. Potter’s contributions, this volume is of 
high excellence. The chapter on the heart and blood 
vessels is particularly noteworthy. The _ illustrations 
throughout the book are exceptional for clarity. This 
book should have a wide appeal to pathologists, pediatri- 
cians and obstetricians. A workable index is appended. 


MEDICAL BIOGRAPHIES: The Ailments of Thirty- 
Three Famous Persons. By Philip Marshall Dale, 
M.D. 244 pages. Illus. Price $4.00. Norman, Okla- 
homa: University of Oklahoma Press. 

The author, now an internist practicing in Los An- 
geles, has been interested in medical history throughout 
his medical career, He has produced an interesting 
volume, the result of considerable research, in which 
he has analyzed the ailments of thirty-three famous per- 
sons in the light of modern medical knowledge. To 
anyone who finds history and especially medical his- 
tory interesting the reading of this volume will prove 
fascinating and instructive. 

After reading this book one is struck by the fact that 
so many of the great in the past triumphed in spite of 
physical handicaps often of severe degree. Also one is 
conscious of the advance in medical science which, 
through correct diagnosis and treatment, makes much 
of the suffering of the past unnecessary today. 

C.B.D. 


ENDOCRINE FUNCTIONS OF THE PANCREAS. 
By Bernard Zimmermann, M.D., Department of 
Surgery, University of Minnesota, Minneapolis, Minne- 
sota. 82 p. Illus. Price $2.50. Springfield, IlI., Charles 
C Thomas, Publisher, 1952. 


This monograph is one of the series in the American 
lectures in endocrinology and is one of the best to date. 
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Dr. Zimmermann has done a superb job in summarizing 
the vast literature dealing with the pancreas and the 
bibliography is amazingly complete for such a small 
yolume. The chapters on the metabolism in diabetes and 
the action of insulin (chapter III) and the hypergly- 
cemic factor (chapter VI) are excellent. His con- 
clusions (chapter VII) give thoughtful consideration of 
the direction for future research on the endocrine func- 
tion of the pancreas. 

As usual, Mr. Charles C Thomas, the publisher, has 
printed a book of which the physical and artistic qual- 
ities are of high caliber. This book should have a 
wide appeal to all medical men. 


TULAREMIA, WEATHER, AND RABBIT POPU- 
LATIONS. By Ralph E. Yeatter and David H. 
Thompson. Illinois Natural History Survey Bulletin, 
Volume 25, Article 6, 31 pages, 29 figures, bibliography. 
This publication, a new article of the Bulletin series, 

includes a brief history of tularemia, and lists the means 
by which this disease is spread among wildlife species 
and human beings. It contains a discussion of the rela- 
tionship in the United States, particularly Illinois, be- 
tween rabbit populations, weather, and the incidence of 
tularemia, and offers suggestions for individual and 
public measures by which the number of tularemia 
cases among rabbit hunters can be reduced. 

Single copies are free on request until the supply runs 
low. Additional copies are a subject for correspondence. 
Requests should be addressed to: Illinois Natural His- 
tory Survey, Dr. Harlow B. Mills, Chief, 172 Natural 
Resources Building, Urbana, Illinois. 


THE HUMAN PELVIS. By Carl C. Francis, A.B., 
M.D., Assistant Professor of Anatomy, Department 
of Anatomy, Western Reserve University, Cleveland, 
Ohio. 210 pages. Illus. Cost $5.50. St. Louis: C. V. 
Mosby Co., 1952. 


Not too often does a reviewer report his impressions 
of a book with a full sense of pleasure and satisfaction. 
“The Human Pelvis” by Francis has afforded this re- 
viewer such an experience. 

The text provides a wealth of material in the re- 
freshing atmosphere of a small handbook. Compilation 
of this book must have been motivated by the desire to 
provide a source of information which had _ hitherto 
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been lacking on the subject. The author has succeeded 
in presenting the anatomy of the pelvis in a manner 
that is easily intelligible to his readers. For the general 
surgeon as well as for the urologist, gynecologist, and 
proctologist many details of anatomy which previously 
had been of little practical import now are brought into 
full clinical significance. Vague and unrelated anatomical 
relationships have been clarified and co-ordinated. The 
chapter on muscles and fascia particularly deserves com- 
mendation. In no other text is it possible to find a 
description of these structures so clearly presented as 
in this book. 

WituiAM C. BernsteEIn, M.D. 


AMA BOOKS OFF THE PRESSES 


The AMA’s Council on Pharmacy and Chemistry an- 
nounces that new editions of two of its major publica- 
tions—“New and Nonofficial Remedies” and “Useful 
Drugs”—will be available this summer. The 1952 edi- 
tion of “New and Nonofficial Remedies” retails for 
three dollars postpaid and Useful Drugs” (15th edi- 
tion) for $2.50 postpaid. Both may be secured through 
the publishers, J. B. Lippincott Co., Philadelphia, book- 
stores, or single copies through the AMA’s Order De- 
partment. 


TIPS FOR THE DOCTOR’S SECRETARY 

Practical public relations techniques for ‘dealing with 
the doctor’s patients are included in two new illustrated 
booklets which the American Medical Association soon 
will make available to physicians. A  twenty-page 
pamphlet—designed as a brief guide for secretaries— 
will be sent to all AMA members. Especially valuable 
as a training guide for girls interested in becoming 
medical secretaries is the sixty-page detailed manual 
which was made available July 1 to individual physi- 
cians through state medical society offices. 





FACTS TO REMEMBER 


The Citizens Committee for the Hoover Report on the 
Reorganization of the Federal Government states that in 
one unit of the VA there were 24 supervisors in charge 
of 25 employes. The personnel question assumed added 
importance when the Federal budget called’ for the addi- 
tion of 150,000 employes to the 2,500,000 already on the 
rolls. Salaries now cost taxpayers about eight billion a 
year, the Committee reports. 
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An emulsion of pure castor oil, distilled water, bo- 
ric acid, glycerine and surface tension depressants. 
In dermatoses, colloidal Croleum facilitates pene- 
tration of medicaments into smallest abrasions. 
Many medicaments are being incorporated, among 
them Sulfur, Calomel Copper Sulfate, etc. 
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RESUSCITATION OF THE NEWBORN 


(Continued from Page 752) 


. Draper, W. B.; Whitehead, R. W., and Spencer, 
J. N.: Studies in diffusion respiration III. 
lar gases and venous blood p 
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. Eckenhoff, J. E.: Some anatomic considerations of 
the infant larynx. influencing anesthesia. Anes- 
thesiology, 12:101 (July) 1951. 

. Editorial: Bronchoscopy in the newborn. J.A.M.A., 
~ ng one) 1952. 

Flagg, P i‘ Asphyxia neonatorum. Surg., Gynec. 
bst., * oy 153 (Aug.) 1938 

3 Ean H. F., and Kreiselman, J.: The carbon 
dioxide content of the blood in the newborn. Am. 
J. Obst. & Gynec., 20:826, 1930. 

8. Leffingwell, F. E.: Office practice of anesthesia. 
J.A.M.A., 148:1181, 1952. 

. Little, D. M.; D’Andrea, F. H., and Mastrangelo, 
A.: Gastric aspiration as a technique for preven- 
tion of asphyxia in the newborn infant. Surg., 
Gynec. & Obst., 93:363 (Sept.) 1951. 

. Mousel, L. H., and Essex, H. E.: An experimental 

study of the effects of respiratory stimulants in ani- 
mals under pentothal sodium anesthesia. Anes- 
thesiology, 2:272, 1941. 
Ross, J. D., and Strong, R. A.: 
the asphyxiated newborn infant. 
Children, 61:1-12, 1941. 

. Sharp and Dohme: Physiology of the newborn. 
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IN MEMORIAM 
(Continued from Page 782) 


River Falls; Harold of Evanston, Illinois; Theodore, a 
captain in the United States navy; and William of 
Oakland, California. 


GEORGE J. TWEEDY 

Dr. George J. Tweedy, a physician in Winona, Minne- 
sota, since 1893, died July 20, 1952 at his home at the 
age of ninety. 

Dr. Tweedy was born in Vernon River, Prince Edward 
Island, Canada, March 14, 1862. He graduated from 
Prince of Wales College, Prince Edward Island and 
received his medical degree from Toronto University 
in 1890. After taking postgraduate study at G.M.P. and 
So Ho Hospital for women in London, England, he 
located at Winona. 

Dr. Tweedy was a fellow of the American College of 
Surgeons. He was a member of the Winona County 
Medical Society, the Minnesota State Medical Asssocia- 
tion and the American Medical Association. During 
World War I he served as a captain in the United 
States Army Medical Corps. 

He was a member of the Masonic Order, the Improved 
Order of Red Men, the Independent Order of Odd Fel- 
lows, the American Legion, the Arlington Club and the 


Winona Country Club. 
Dr. Tweedy is survived by his wife, two sons, Dr. 
Robert Tweedy and Dr. John Tweedy, both of Winona 


Seminar, 14:17 (March) 1952. 

. Snyder, F. F., and Rosenfeld, M.: Intrauterine 
respiratory movements of the human fetus. J.A.M.A., : ; 
108 :1946, 1937. and six grandchildren. 
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